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Abstract 
Purpose: To explore how older people with complex problems experience and make 
sense of frailty in their daily lives. 
Relevance: Frail older people have complex care and support needs that are currently 
challenging the health and social care system. There is a need for more appropriate 
models of service provision that can deliver personalised care for frail older people. 
Although there is an increasing body of literature that has explored the concept of frailty 
from a biomedical and functional perspective, there is a lack of research-based evidence 
H[SORULQJWKHSHUVRQDOH[SHULHQFHRIIUDLOW\IURPDQROGHUSHUVRQ¶VSHUVSHFWLYH 
Study design: A prospective, longitudinal, ethnographic case study design was 
adopted. Ten cases were studied over a period of two and a half years. Each case 
comprised an older person, a community matron and a significant other, such as a 
daughter. Cases were followed up monthly for a minimum of six months or until death. In 
total, 56 care visits between an older participant and their community matron were 
observed and 54 interviews were conducted with older people. Medical and nursing 
documents were reviewed for each case. A narrative approach to data analysis was 
undertaken, with identification of common themes within and across cases.  
Findings: 7KUHHWKHPHVLOOXPLQDWHGWKHH[SHULHQFHRIOLYLQJZLWKIUDLOW\µTransitions in 
KHDOWKDQGLOOQHVV¶ details how the older people in this study experienced transitions in 
KHDOWKDQGLOOQHVVLQODWHUOLIHµ'LPHQVLRQVRIIUDLOW\¶ reports perceptions of frailty in later 
OLIHDQGDFFRXQWVRIKRZIHHOLQJIUDLOUHODWHWRHSLVRGHVRIXQFHUWDLQW\µThe provision of 
health and social care ± UKHWRULFDQGUHDOLW\¶ explores the inter-relationship between the 
ROGHUSHUVRQ¶VZRUOGRIGHFOLQLQJKHDOWKDQGWKHHSLVRGLFLQWHUDFWLRQVZLWKKHDOWK
professionals. 
Conclusions: This study offers a number of original contributions to the body of 
knowledge pertaining to the personal experience of frailty. First, new insights into the 
interrelationship between frailty and transitions in health and illness have been revealed, 
particularly how transitions in health and illness contribute to and shape the experience 
RIIUDLOW\6HFRQGIUDLOROGHUSHRSOHH[SHULHQFHWHPSRUDU\PRPHQWVRIµOLPLQDOLW\¶ZKLFK
are expressed as uncertainty and/or feeling frail. It is in these situations where there is 
real therapeutic potential in exploring the emotional experiences linked to a frail older 
SHUVRQ¶VLQWHUSUHWDWLRQRIHYHQWV7KLUGWKHUHDUHFKDOOHQJHVWRHQJDJLQJLQSDUWQHUVKLS
working with frail older people. In some circumstances frail older people can exercise 
autonomy and make decisions that are relevant to their own situation. However, often 
FRPPXQLW\PDWURQV¶ZRUNLVIUDPHGE\DSROLF\RIFOLQLFDODVVHVVPHQWDQGWKHUHIRUHDW
times assumptions underpinning the label of frailty can challenge partnership working. 
These competing demands need to be considered by policy makers, commissioners and 
providers of community services and practitioners alike. Only then can effective 
supportive care services be delivered to frail older people.  
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Chapter 1: Introduction 
1.1 Introduction 
The aim of this study was to contribute to the knowledge base relating to 
frailty in later life. It was intended that the findings would inform the 
development of current and future nursing and health care practice, as well 
as health and social policy. Although there is an increasing body of literature 
that has explored the concept of frailty from a biomedical perspective, there 
is a lack of research based evidence exploring the experience of frailty from 
DQROGHUSHUVRQ¶VSHUVSHFWive. This was the focus of the study.  
The introduction to this thesis is in two sections. In the first section I outline 
the rationale for this study, illuminating the importance of the enquiry. I also 
describe my professional background and interests that led to the study. In 
the second section I provide an overview of the thesis, detailing the research 
questions and methodology and the content of each chapter.  
1.2 The relevance of this study 
1.2.1 Demographic trends 
It is now widely acknowledged that the proportion of older people in the 
United Kingdom (UK) is growing. In 2010 20% of the total population were 
over the age of 65, with almost half of these being over the age of 75 (Office 
for National Statistics (ONS) 2010). In twenty-five years it is anticipated that 
those over the age of 65 will account for 23% of the total population. It is also 
expected that by 2035 the numbers of people aged at least 85 will be more 
than double what they were in 2010, reaching 3.5 million (ONS 2010). Whilst 
it is recognised that many older people will continue to experience good 
health, for many the experience of growing into advanced old age will be 
associated with multiple health problems and co-morbidity. The experience of 
ill-KHDOWKLVPRUHOLNHO\WRRFFXULQWKHµIRXUWKDJH¶DIWHUWKHDJHRI\HDUV
(Laslett 1989), and may be further compounded by situational constraints, 
including poverty, social isolation and increased dependency (Grenier 2012). 
)XUWKHUPRUHWKHµIRXUWKDJH¶LVRIWHQDVVRFLDWHGZLWKDSHULRGRIGHFOine and 
infirmity which ultimately leads to the end of life (Laslett 1989; Gilleard and 
Higgs 2010). This has implications for the use of health and social services in 
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that as people age and experience poor health and co-morbidities the need 
for in-patient and community services is likely to increase. For example, Tadd 
et al (2011) identified that the mean age of patients in hospital in England 
was eighty. Furthermore, in England of the 500,000 people who received 
care in their own home over three quarters were aged 75 and over. Similarly, 
over half the case load of community nurses was found to comprise older 
people (Department of Health 2004).  
1.2.2 Frailty as a description of old age 
Within contemporary society the term frail is frequently used to describe 
those older people who are experiencing complex health problems and are in 
receipt of health and social care services (Browne and Markle-Reid 2003; 
Levers, Estabrooks and Ross Kerr 2006). Furthermore, it is often associated 
with an inability to maintain autonomy and independence in daily living 
(Gilleard and Higgs 2010; Van Campen 2011). In the UK these defining 
features of frailty underpin government policy that addresses the health and 
social requirements of older people (Department of Health (DOH) 2001; DOH 
2011). Moreover, they often determine access to a range of health and social 
services, including end of life care (Nicholson et al 2012b). It is important that 
current health and social care services are able to support older people with 
complex requirements, particularly at the end of their lives; however there are 
difficulties inherent in accessing such services. Although the term frail is 
commonly used in practice and aspects of frailty can be observed by those 
who work with older people it remains difficult to define.  
In an early literature review Browne and Markle-Reid (2003) identified that 
older people were considered to be frail when there were indications of one 
or more of the following: functional impairment and dependence on others; 
poor physical health; disability; vulnerability; poor mental health functioning; 
requiring informal/formal or long term care to meet basic needs; and simply 
old age in chronological terms. In the context of an ageing population it has 
been recognised that the development of indicators that can identify those 
who are frail, or at risk of becoming frail, are necessary in order to ensure 
that older people receive appropriate supportive care (Poltawski et al 2011; 
Sourdet et al 2012). However, such criteria appear to be inconsistently and 
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inappropriately used in health and social care practice and therefore older 
people are often labelled as frail without a comprehensive assessment.  
As Browne and Markle-Reid (2003) pointed out, labelling in this way without 
clear assessment could be potentially problematic as it classifies frail older 
people as a homogenous group and implies that the experience of frailty is 
uniform. In doing so there is the danger that health and social care service 
provision is underpinned by the assumption that one service 'fits all'. Clearly 
this is problematic, considering the wide range of characteristics that may 
indicate frailty and the likelihood that one person will experience them all. 
Accessing care is compounded by the fact that frail older people receive 
services from both health and social care agencies, in a mixed economy of 
care.  Where differing assessments and interpretations are made, across 
care boundaries, regarding the features of frailty it may mean some older 
people are negotiating highly complex models of service delivery with the 
potential for overlaps or inappropriate service delivery. Conversely, it could 
OHDGWRIUDLOROGHUSHRSOHIDOOLQJLQµEHWZHHQWKHVSDFHV¶RIWKHVHVHUYLFHV
(Seymour et al 2005a; Heath 2012). 
1.2.3 Frailty: current issues in policy and practice 
Frail older people have complex care and support needs that are currently 
challenging the health and social care system. The last decade has seen a 
huge shift in the way that health and social services for older people have 
been organised and delivered, with the aim of modernising services to meet 
the demand of an ageing, and increasingly frail, population and subsequent 
care requirements (DOH 2001; DOH 2005a; CSCI 2006a; CSCI 2006b; DOH 
2008; NHS England 2014a). This has led to an increasing number of provider 
organisations delivering services to frail older people across care boundaries 
(Cornwell 2012).  A key focus has been to enable the frail older person to 
remain at home where possible and with appropriate support; even if this 
entails the older person taking some risks in order to maintain their 
independence (CSCI, 2006b; NHS England 2014a). Moreover, the onus has 
been on health and particularly social care organisations to deliver services 
that are more personalised, and that suit the lives that frail older people live. 
Here personalisation involved a strategic shift to ensure that all older people 
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across the spectrum of need have choice and control over the nature of 
support, even where significant assistance is required (DOH 2008).  
However, Cornwell (2012) argued that health and social care policy has been 
slow to adapt to the requirements of an ageing, and increasingly frail 
population. More recently the Ready for Ageing report (House of Lords 2013, 
p1VWDWHGWKDWWKHQDWLRQDQGJRYHUQPHQWDUHµZRHIXOO\XQSUHSDUHG¶WR
address the implications that an ageing population will have on individuals 
and society. The report made it clear that the current model of health and 
social care is inappropriate and unable to cope with changing patterns of ill-
health in the context of an ageing population; particularly the split between 
health and social care is unsustainable. Furthermore, the document 
highlights that the dominance of hospital-based care is a poor fit with the 
needs of an ageing population. 
It is now generally acknowledge that in spite of the myriad of policy 
documents and guidance there is more of a gap than ever between the 
written policy and its implementation in practice (Lloyd 2012b). In particular, 
the exposure of poor standards of care provided to frail older people, 
particularly in the hospital setting, has been a feature of some service 
provision within the UK (Parliamentary and Health Service Ombudsman 
2011; Local Government Association et al 2012; Francis 2013). All these 
reports have highlighted instances where older people were treated in an 
undignified manner, as well as illustrating aspects of sub-standard care. 
These included lack of nutritional support, lack of attention to personal 
hygiene and elimination, poor pain control and lack of communication. These 
are some of the very issues that were of concern leading to the introduction 
of the National Service Framework for Older People in 2001 (DOH 2001), 
suggesting the system is still falling short for frail older people in certain 
FLUFXPVWDQFHV$V&RUQZHOOSVWDWHGLWLVWLPHµWRWXUQWKHUKHWRULFRI
personalised care into the reality of everyday care and practice in relation to 
IUDLOROGHUSHRSOH¶ 
In response to this calls to action have been made to improve the quality of 
care for frail older people with a specific focus in practice on dignity, 
compassion and good clinical assessment (Smith et al 2010; Lloyd et al 
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2012a; Bridges et al 2012). Furthermore, guidance on best practice in caring 
for older people in the acute setting has been developed (Bridges et al 2009). 
Although this guidance focused specifically on caring for older people in 
hospital, the best practice statements are clearly transferable to other 
contexts, taking into consideration that caring for frail older people is a core 
component of nursing work in every setting (NMC 2008). This present study 
is timely in that it will further develop an understanding of how older people 
experience and make sense of frailty in daily living. In doing so, it will inform 
policy and practice by contributing to the development of more appropriate 
models of service provision that can deliver personalised care to frail older 
people in the context of everyday health and social care practice, including 
nursing.   
1.2.4 Approaches to nursing in caring for frail older people 
In light of the challenges in providing care to frail older people it is important 
to consider in more detail the current approaches to caring for frail older 
people and how these frame nursing practice.  
:LWKLQJHURQWRORJLFDOQXUVLQJWKHFRQFHSWVRIµSHUVRQ¶DQGµUHODWLRQVKLS-
FHQWUHGFDUH¶DUHYLHZHGDVWKHFRUQHUVWRQHRIJRRGSUDFWLFHZKHQSURYLGLQJ
supportive care to older people (Eliopoulos 2013). The person-centred 
approach to care respects and acknowledges that an older person can make 
decisions regarding their own health and wellbeing. Key to person-centred 
SUDFWLFHLVµNQRZLQJWKHSHUVRQ¶'HZLQJWKLVUHFRJQLVHVWKDWHDFK
older person brings to the care situation knowledge and experience that can 
contribute to decision making that will best serve their health and wellbeing 
(McCormack 2003). Furthermore, it is recognised that including a 
biographical account in the assessment and on-going management of health 
problems, as well as establishing how older people make sense of changes 
to their health and wellbeing, are central to this process (McCormack 2004). 
In this context, understanding the meanings that older people ascribe to their 
own experience of frailty is important.  
Relationship-centered care is a framework of care that recognizes that the 
nature and quality of relationships are central to the delivery of nursing and 
health care (Nolan, Davies and Brown 2006; Smith et al 2010). A key 
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component is the acknowledgement that all participants appreciate the 
importance of their relationships with one another, in conjunction with a 
person-centered approach. The relationship between the older person and 
the nurse is central; however the relationship of staff to themselves, with 
others and the clinical environment is also emphasized (Nolan, Aveyard and 
Keady 2001). 
It has been suggested that the relationship between the nurse and older 
person is the vehicle through which person-centred care is enacted and is 
built on mutual trust, understanding and a sharing of knowledge (McCormack 
2003). However, Dewing (2004) suggested that in order to develop a 
relationship-centred approach to care a high level of interpersonal 
competence and capability is required. Dewar and Nolan (2013) highlighted 
the complex skills required to engage in conversations (relationship-centred) 
that enable older people to reveal their feelings, emotions, wants and desires 
(person-centred). At the time of writing, as previously noted, there are current 
challenges to creating therapeutic relationships with older people in order to 
provide compassionate and dignified care, particularly with those who are 
frail. A number of reports have exposed the poor standard of care provided to 
frail older people, particularly in the hospital setting (Parliamentary and 
Health Service Ombudsman 2011; Local Government Association, NHS 
Federation and Age UK 2012; Francis 2013). All these reports have 
highlighted instances where older people were treated in an undignified 
manner, as well as illustrating aspects of sub-standard care. It is timely 
therefore, to examine how relationships are developed and enacted between 
frail older people and nurses in order to provide person-centred care. 
1.2.5 Personal background and interest in this enquiry 
Within the context of this study it is important to acknowledge that my role as 
researcher is likely to have influenced every stage of the research process, 
as well as the findings of the research (Dowling 2006). My professional and 
personal background has provided a lens through which I interpret the world, 
and therefore these have influenced the study from the development of the 
research question and methods, through to data collection and analysis and 
finally the write-up. Reflexivity is demonstrated throughout the thesis (Elliot, 
Ryan and Holloway 2012) however at this point it is important to detail the 
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professional and personal influences that led to my initial interest and 
continuing relationship regarding the issue of frailty in later life. 
I am a Registered Nurse currently working as an adult branch lecturer in a 
School of Nursing, in a University in the north of England. I am responsible 
for delivering teaching to undergraduate and post graduate students with a 
focus on palliative and end of life care and the care of older people. Back in 
2005, it was through exploring issues in providing appropriate end of life care 
to older people in later life that I first started to contemplate the use of the 
WHUPµIUDLOW\¶7KLVLVZKDW0DOLQRZVNLFLWHGLQ+DPPHUVOH\DQG 
$WNLQVRQSUHIHUUHGWRDVWKHµIRUHVKDGRZHGSUREOHP¶ZKHUH
preconceived ideas are challenged through the deliberation of ideas and 
evidence. Within the field of palliative care at that time illness trajectory 
frameworks were being mooted as one way of considering service delivery to 
older people at the end of life (Lynn and Adamson 2003; Murray et al 2005). 
In particular, a trajectory that proposed µIUDLOW\¶DVLWVIRFXVwas highlighted as 
a means to consider palliative care for older people with general decline, with 
the implication that this was likely to become an increasingly common route 
to death (Murray et al 2005). At this point I was interested in examining the 
appropriateness of such a trajectory to guide palliative care services, 
specifically the management of nursing support.  
However, during initial explorations of the literature questions were raised 
about my understanding of WKHWHUPµIUDLO¶,KDGPDGHWKHDVVXPSWLRQWKDW,
would be able to easily define what it meant WREHµIUDLO¶Ln older age, and in 
doing so would therefore be able to examine the usefulness of an illness 
trajectory to guide care for older people at the end of their lives; this was not 
the case. Furthermore, on reflection I began to realise that in nursing and 
health care frailty was a term that was used to describe many older people, 
without an assessment of frailty being made. Moreover, I considered that 
there was a limited understanding by health and social care professionals of 
what frailty meant to the older person. I contemplated the possibility that in 
labelling someone as frail, without a comprehensive assessment or a person-
centred approach to care, it could compromise the care given to patients. On 
further scrutiny I realised that I had probably used this term in relation to 
older people myself and this was a strong motivating force in pursuing this 
line of enquiry further. Consequently, the focus of my study changed at a 
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very early stage. I felt that it was important to explore how older people 
understand and experience frailty in order to enhance the approaches to 
working with older people in later life.  
Another influencing factor that focused my interest in exploring frailty links to 
my personal family situation. Both my parents have complex health problems 
DQGLWZDVGXULQJDFRQYHUVDWLRQZLWKP\IDWKHU¶VJHQHUDOSUDFWLWLRQHULQ
that he mentioned that my father was frail. I have never considered either of 
my parents to be frail and I realised that my father in particular was being 
labelled thus, possibly because of the way he looked and his current health 
problems. This prompted a further development in the focus of my study; I 
wanted to contribute to the development of the knowledge base, relating to 
frailty and older people, which would influence the attitudes of health care 
professionals. On reflection, I think that there was another personal reason 
for exploring frailty in older age. As a woman approaching her 51st birthday I 
look to the future to the type of care that I wish to receive myself and would 
hope that if I require health and social care, including nursing, that it is from 
people who understand what frailty might mean to an older person. 
1.3 Overview of the thesis 
1.3.1 Research questions 
The study set out to answer the following research questions:- 
x What do older people understand by frailty generally and in relation to 
themselves? 
x How do relationships with significant others and care staff influence an 
older person's experience of frailty? 
x How do wider societal influences affect the experience of frailty? 
1.3.2 Methodology 
I adopted an ethnographic case study design to examine how older people 
living at home, and considered to be frail, experienced and attributed 
meaning to their daily life. The methods of data collection included: 
participant observation, interviews and documentary review. I observed the 
care visits by community matrons to ten older people once a month for six 
months. Alongside the observations, interviews with the older participants, 
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community matrons and significant others were undertaken. The period of 
data collection lasted for two and a half years, from September 2008 until 
March 2011. Generating knowledge about personal experiences of older age 
in this study required an epistemological approach that acknowledged the 
individual nature of experience, as well as the wider societal influences that 
contribute to the experience of frailty.  
1.3.3 Structure of thesis  
This thesis comprises nine chapters, including this introductory chapter. This 
section briefly outlines the focus of each of the subsequent chapters. 
1.3.3.1 Chapter 2: Literature Review 
This chapter provides a context for the study by presenting a review of the 
literature pertaining to frailty in later life. It consists of two sections and 
presents an illustration of key issues associated with current 
conceptualisations of frailty in the context of ageing. The first section of the 
chapter details the approach to the review of the literature undertaken in this 
study. The second section presents a review of theoretical and research 
based literature, as well as an overview of health and social policy 
developments, which underpin current understandings of frailty in later life.  
1.3.3.2 Chapter 3:  Research Methodology  
This chapter explores the relationship between the methodology and the 
epistemological stance taken in this study, providing a rationale for the 
chosen research design and methods of data collection. First, an overview of 
the study design is provided in order to provide a context for the ensuing 
discussion. The chapter is then divided into the following sections: 
epistemology; ethnography; research design; access to the research setting; 
recruitment of participants; and ethical approval. A reflexive approach is 
demonstrated in relation to field access and recruitment of participants. 
1.3.3.3 Chapter 4: Study field work 
This chapter presents the methods of data collection and the process of data 
analysis undertaken in the field. It is divided into the following sections: 
participant observation; interviews and conversations; documentary review; 
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withdrawal from the field; and data analysis. Ethical issues encountered 
during the period of field work are explored. A reflexive approach to the 
collection of data is demonstrated.  
1.3.3.4 Chapter 5:  The study findings: Transitions in health and illness in later 
life 
This chapter presents the ten case studies and the participants that comprise 
each case. It also reports the first of three key findings that illuminate the 
experiences of frailty in later life, based on the analysis of the observational, 
interview and documentary data from the case studies. The first key finding 
relates to how older people in this study experienced transitions in health and 
illness. Four themes arose from the analysis of the data which characterise 
transitions in health and illness in later life. The nature of transition examines 
the types and patterns of transition relating to health and illness and the 
impact these have on daily living. Managing transitions in health and illness 
details the extent to which older people are able to actively engage in the 
process of transition. Such an examination reveals how transitions often lead 
to periods of heightened vulnerability where older people encounter 
difficulties in managing their daily lives. Making sense of deterioration 
demonstrates how older people contemplate their future lives in the context 
of transition. Support Networks explores how formal and informal networks 
support an older person in managing their daily routines in the context of ill-
health. 
1.3.3.5 Chapter 6: Study Findings - Dimensions of frailty in later life 
This chapter reports the perceptions and experiences of frailty in later life, in 
the context of fluctuating ill-health. Four themes illuminate how frailty in later 
life is represented. Frailty as decline examines the extent to which changes 
to physical and mental capacity contribute to the experience of frailty. Frailty 
as confinement details a social dimension to frailty, where older people 
become increasingly housebound and socially isolated. Frailty as 
vulnerability explores how older people struggle to live with the uncertainty of 
fluctuating ill-health. Accounts of feeling frail illustrate how episodes of 
uncertainty challenge identity, as well as providing insights into how sense is 
made of such uncertainty. Finally, frailty as a label examines professional 
and lay constructs of frailty. Furthermore, it reveals the mismatch between 
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lay and professional accounts of frailty which in many instances leads to 
rejection of the label by the older person. 
1.3.3.6 Chapter 7: Study Findings: Health and social care provision - rhetoric 
and reality  
This final findings chapter provides insights into the inter-relationship 
EHWZHHQWKHROGHUSHUVRQ¶VZRUOGRIGHFOLQLQJKHDOWKDQGWKHHSLVRGLF
interactions they have with health and social care professionals. Particular 
emphasis is placed on the interactions that occur between older people and a 
number of professional caregivers, within the context of deteriorating health. 
Two themes arose from the analysis of the data which characterise the 
degree to which participants engaged with health and social care agencies, 
as well as informal support, whilst employing their own strategies to adapt to 
the disruption that transition brought. The nature of participation examines 
the extent to which older people are able to participate in their care. In 
particular, it reveals the ways in which partnership working is constituted, 
negotiated and enacted in the context of a clinical encounter. Revelations 
and discoveries details an analysis of how issues of relevance are 
introduced, discussed and subsequently dealt with between older people and 
care providers. Such an examination reveals the complexities inherent in 
such interactions as well as illuminating the importance of the therapeutic 
relationship within the context of the encounter.     
1.3.3.7 Chapter 8:  Establishing and maintaining trustworthiness 
This chapter is concerned with the quality and trustworthiness of the study. 
The concepts of credibility, dependability and transferability have been drawn 
upon as they have been consistently used to describe and support various 
aspects of trustworthiness in qualitative research. A summary of my reflexive 
analysis throughout the study is presented.  
1.3.3.8  Chapter 9: Discussion and conclusion 
This chapter presents a critical examination of the three key findings and how 
they informed and influenced the experience of frailty of the older people in 
this study. In doing so, I contribute to the development of the knowledge base 
pertaining to frailty in later life, as well as to existing theoretical perspectives. 
The implications of the findings are explained and recommendations for 
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future practice, policy and research made. The methodological strengths and 
weaknesses of the study are outlined and reflections on the process of 
conducting the study are described. 
1.4  Chapter summary 
This chapter presented the rationale for the study as well as an introduction 
to the professional and personal influences that have shaped the 
development of the study. The research questions were introduced along 
with an overview of the methodological approach adopted. Finally, the 
structure and content of the thesis was summarised. The next chapter 
presents the literature that has provided the context for this study. 
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Chapter 2: Review of the literature  
The aim of this chapter is to provide a context for the study by presenting a 
review of the literature pertaining to frailty in later life. This review enabled me 
to develop my thinking around the topic of frailty in order to focus the 
development of the research questions, aim and objectives. In the first 
section of this chapter I describe the approach to the review of the literature 
that was undertaken in this study. In the second section I present a review of 
theoretical and research based literature, as well as health and social policy, 
which underpins the current knowledge base regarding the concept of frailty 
in later life. In doing, so I provide a rationale for the development of this 
study.   
2.1 Strategy for identifying literature for narrative literature 
review 
The aim of this literature review was to describe and critique the body of 
evidence relating to frailty and older people, in order to shape my research 
questions, aim and objectives. I adopted a comprehensive narrative 
approach to the literature review as this enabled me to critique and 
summarise the literature relating to frailty, enabling the identification of gaps 
and inconsistencies in the current body of knowledge (Cronin, Ryan and 
Coughlan 2008). This approach also provided a comprehensive background 
to my understanding of frailty by enabling source materials other than 
empirical studies, such as theoretical debates, unpublished work and clinical 
commentaries, to be accessed. This provided evidence relating to the 
experience of frailty within the context of informed debate (Hawker et al 2002; 
Greenhalgh and Peacock 2005). Within this approach I adopted a systematic 
search strategy to identify the most relevant literature to inform the 
development of my research questions and frame my inquiry (Aveyard 2010).  
The initial search for literature involved the pragmatic and inclusive approach 
to the use of four databases: CINAHL (Ebsco); ASSIA; PsycINFO; 
MEDLINE/PUBMED. These databases comprise the principal sources used 
to identify theoretical and research literature, policy documents, discussion 
and opinion pieces and news items relevant to health and social care. The 
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key words included: Frail; Frailty; Old* People; Old* Adults; Elder*, used in 
conjunction with Boolean opeUDWRUVµ$1'¶µ25¶(O\DQG6FRWW 
,QLWLDOVFRSLQJZLWKWKHNH\ZRUGµIUDLO¶UHYHDOHGWKDWLQWKHPDMRULW\RI
literature the term frail was used to describe the population of frailty but not 
the concept of frailty. In reality this meant that much of the research was not 
about the experience of frailty and contained no substantive discussion. 
Green, Johnson and Adams (2006) identified that it is not reasonable to 
review every paper that has even the most minute relation to the topic of 
study. Also, frailty appeared to be viewed mainly from one perspective, that 
of biomedicine. Whilst this was an important aspect of frailty I did not feel that 
it enabled me to consider frailty fully. In order to inform the review further I 
deemed it necessary to consider frailty in the context of the ageing process in 
later life, Therefore, the search was expanded by including the key words 
µDGYDQFHGROGDJH¶DQGµODWHUOLIH¶&RPELQDWLRQVRIWKHVHNH\ZRUGVZHUH
used across all the electronic databases. The following inclusion criteria were 
applied: 
x Date of publication 1980 ± 2013 inclusive (a wide time frame was 
adopted to ensure that seminal works were identified (Paniagua 2002; 
Cronin, Ryan and Coughlan 2008). 
x English Language Literature 
Table 1 presents the number of articles located when undertaking the initial 
searches.  
Table 1: Search strategy using main databases 
Information 
sources 
Keywords Search limits No. of 
results 
CINAHL 
(Ebsco) 
Frail*; and/or Old* 
people; and/or 
Old* adults; and/or 
Elder; and/or Later 
Life; and/or 
Advanced Old Age 
1980 to 2013 
English language 
2944 
ASSIA Frail*; and/or Old* 1980 to 2013 56 
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people; and/or 
Old* adults; and/or 
Elder; and/or Later 
Life; and/or 
Advanced Old Age 
English language 
MEDLINE/ 
PUBMED 
Frail*; and/or Old* 
people; and/or 
Old* adults; and/or 
Elder; and/or Later 
Life; and/or 
Advanced Old Age 
1980 to 2013 
English language 
3562 
PsycINFO Frail*; and/or Old* 
people; and/or 
Old* adults; and/or 
Elder; and/or Later 
Life; and/or 
Advanced Old Age 
1980 to 2013 
English language 
123 
Hawker et al (2002) and Greenalgh and Peacock (2005) acknowledged that 
searching via electronic databases is the principal method of locating 
relevant literature. However, they go onto state that this method will not 
identify all relevant published studies and articles. To facilitate the search 
further the content of relevant on-line journals, available via the University of 
Nottingham and Sheffield Hallam University, were scrutinised. These 
included: Health and Social Care in the Community; Age and Ageing; Ageing 
and Society; Journal of Ageing; Sociology of Health and Illness; Social 
Science and Medicine; Sociology. Finally, citations and particular authors 
found in journal articles were followed-up. This was to ensure as far as 
possible that all relevant research and literature would be identified, including 
XQSXEOLVKHGRUµJUH\¶OLWHUDWXUH. Hand searching was undertaken when 
appropriate (Hawker et al 2002). Following removal of those articles that did 
not explore the concept of frailty, the subsequent level of scrutiny was 
determined by the nature of the articles and its relevance to the topic under 
consideration (Aveyard 2010). 
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2.1.1 Appraisal of the literature 
Cronin, Ryan and Coughlin (2008) highlighted the importance of adopting an 
appropriate strategy for analysis and synthesis of appropriate literature in 
order to focus and shape research aims and objectives. Initially I read the 
abstract or summary of each text to determine whether they were worthy of 
further reading and inclusion within the review. Following this I categorised 
the literature according to their source, such as primary research (n=150), 
integrative literature review (n=12), conceptual/theoretical/policy (n=72). I 
read each literature source and entered details systematically onto the 
Refworks data base accessed via Sheffield Hallam University. The details 
included a short summary of each article. For research papers and 
integrative literature reviews I used a checklist adapted from Hawker et al 
(2002) in order to extract and appraise data on: abstract and title;  
introduction and aims; research design and methods; sampling; data 
analysis; findings; transferability or generalizability; and implications for 
practice. For conceptual and theoretical texts I extracted and appraised data 
on: theories of ageing; context; policy (Green, Johnson and Adams 2006). As 
I read and re-read the articles I used an iterative approach to synthesise the 
literature, initially identifying sub-themes and finally major themes in order to 
integrate the empirical and theoretical literature (Burns and Grove 2009). In 
doing so I was able to provide a background and context for the development 
of my study. The subthemes and major themes were tagged on Refworks for 
ease of retrieval. During the study period I continued to review relevant 
literature in order to shape the analysis of the findings (Burns, Grove and 
Gray 2011). The literature is now presented using the thematic framework, 
thus providing a background and context for the development of my study. 
2.2 Frailty: an examination of the literature 
This part of the chapter presents the themes that emerged from the analysis 
and synthesis of the literature identified within the review. It is subdivided into 
five main themes: frailty as a clinical syndrome; the social production of 
frailty; the experience of frailty; ageing and society; and UK policy and frailty.  
2.2.1 Frailty as a clinical syndrome 
Within the literature the concept of frailty has been firmly rooted within a 
biomedical and functional framework. Furthermore, there has been a focus 
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on age related physical ill-health and disability. Within this context, therefore, 
frailty is understood as a mismatch between an oldeUSHUVRQ¶VSK\VLRORJLFDO
reserve and their capacity to withstand stress, with ensuing disability and 
reduced levels of functional ability (Buchner and Wagner 1992; Bortz 1993; 
Rockwood et al 1994; Fried and Walston 1999; Lipsitz 2002; Fulop et al 
2010; Mitnitski et al 2011; Clegg et al 2013). This was initially encapsulated 
by Campbell and Buchner (1997, p315) who defined frailty as, 
µDFRQGLWLRQRUV\QGURPHWKDWEHVWUHVXOWVIURPDPXOWL -system 
reduction in reserve capacity to the extent that a number of 
physiological systems are close to, or past, the threshold of 
symptomatic clinical failure. As a consequence the frail person is 
at increased risk of disability and death from minor external 
VWUHVVHV¶. 
They went onto state that this definition included loss of reserve, feebleness 
and vulnerability and the presence of abnormalities of physiological function 
without there being obvious disease present. Many authors supported the 
view that changes in reserve capacity caused functional losses that 
influenced the capacity for independence and linked the loss of biological 
function with the ability to carry out daily living activities (Fried 1994; Walston 
and Fried 1999; Abellan van Kan et al 2008; Sourdet, Rouge-Bugat and 
Forette 2012). The essential reserve capacities for interaction with the 
environment have been identified as musculoskeletal function, aerobic 
capacity, cognitive and integrative neurological function and nutritional 
reserve. µ8QVWDEOHGLVDELOLW\¶RFFXUVZKHQIXQFWLRQIOXctuates greatly with 
minor external events, producing deterioration in performance thus 
challenging independence (Clegg et al 2013). 
2.2.1.1 µ0DUNHUV¶WRLGHQWLI\DQGSUHGLFWRXWFRPHVRIIUDLOW\ 
The conceptualisation of frailty as a physical syndrome has driven most of 
the research activity to date. One of the main themes in the empirical 
literature was the identification of physical markers of frailty in later life. 
These markers were used predominantly to determine whether an older 
person can be classified or assessed as frail (Brown et al 2000; Fried et al 
2001; Briggs et al 2003; Abellan van Kan et al 2009; Fulop et al 2010; Cruz-
Jentoft et al 2010).  
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In this body of literature the main single markers for frailty have been 
identified as muscle strength (Briggs et al 2003; Bautmans et al 2007), 
walking speed (Abellan van Kan et al 2009), malnutrition (Bales and Ritchie 
2002; Cruz-Jentoft et al 2010), fatigue (Wong et al 2010) and endocrine 
abnormalities (Leng et al 2003; Gale et al 2013). It has been argued 
(Rockwood 2005; Rockwood and Bergman 2012) however, that a single 
marker is not enough to capture the clinical complexity of 'frailty', especially 
one that focuses on a single physical factor. Within a number of studies, 
combinations of factors have been used to characterise frailty (Fried et al 
2001; Jones et al 2004; Rockwood et al 2006; Fulop et al 2010).  
In this seminal cohort study, Fried et al (2001) aimed to develop and 
operationalise a phenotype of frailty in older adults. Frailty was defined as a 
clinical syndrome in which three or more of the following criteria were 
present: unintentional weight loss (10 lbs in past year), self-reported 
exhaustion, weakness (grip strength), slow walking speed, and low physical 
activity. Within this community-dwelling population the overall prevalence of 
frailty was 6.9%. It increased with age, was greater in women than men and 
was associated with being African American, having lower education and 
income, poorer health, and higher rates of co-morbid chronic diseases and 
disability. Other combinations considered as markers are mild cognitive 
impairment and gait speed (Abellan van Kan et al 2009), osteoporosis and 
malnutrition (Fulop et al 2010), dermatoporosis and fatigue (Kaya and Saurat 
2007), and falls, functional impairment, and cognitive decline (Maly 1997, 
Black and Rush 2002, Ottenbacher et al 2005).  
Markers of frailty have also been used to predict a variety of health and 
adverse outcomes for older people, such as, health related quality of life 
(HRQoL), hospital admission and length of stay, and morbidity and mortality 
(Fried et al 2001; Covinsky et al 2003; Jones et al 2004; Rockwood et al 
2006; Song, Mitnitski and Rockwood 2010; Ravindarajah et al 2013). Where 
markers have been used to identify health outcomes this can be seen at the 
population level, where demographic research centred on using markers of 
frailty to predict longevity and mortality rates; and also at the individual 
patient level, where the focus has been the development of clinical 
interventions and appropriate services (Grenier 2007).  
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A key theme to emerge in relation to individual patients is self-reporting of 
poor overall health when frailty is identified. For example, building on the 
work of Briggs et al (2003) Sayer et al (2006) investigated whether grip 
strength was associated with Health Related Quality of Life. The findings 
from this cross-sectional survey, within a cohort study design, indicated that 
men and women with lower grip strength were significantly more likely to 
report poor as opposed to excellent to fair overall opinion of their general 
health. Following adjustments for age, size, physical activity and known co-
morbidity, decreased grip strength was associated with poor scores for 
physical functioning. It was concluded that lower grip strength is associated 
with reduced HRQoL and may reflect the link between sarcopenia and 
generalised frailty. The relationship between fitness, frailty and long term 
health outcomes was also the focus of a retrospective cohort study by 
Rockwood et al (2006). The findings indicated that worst frailty was 
associated with worse survival, and a higher risk of institutionalisation. For 
any given level of frailty men died younger than women. Masel et al (2009) 
reported that there was a statistically significant association between the 
presence of frailty and lower health related quality of life in older male 
Hispanic Americans with a mean age of 82. 
Over the last decade the dominance of a physical and functional approach to 
frailty has been challenged (Brown and Markle-Reid 2003; Levers, 
Estabrooks and Kerr Ross 2006; De Lepeleire et al 2009). Rockwood (2005) 
proposed that a successful definition of frailty should be multi-factorial and 
represent the many factors in a way that takes their interactions into account. 
This has led to the recognition that other factors can be used to identify 
frailty, including cognitive and psychological elements (Abellan van Kan et al 
2010; Comijis 2011) and social factors (Nourashemi et al 2001; Schuurmans 
et al 2004). Lack of social support, particularly in relation to regular contact 
with family or friends, has been identified as a key factor contributing to frailty 
(Brown et al 1995, Strawbridge et al 1998, Nourhashemi et al 2001). For 
example, Nourashemi et al (2001) found that certain types of social activities 
could have a positive and negative relationship to frailty. Participating in 
senior citizen's clubs and older people's holidays were more likely to have a 
negative relationship with frailty whereas regular family contact and support 
was seen to be positively linked to frailty. Lang et al (2009) reported that the 
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presence of frailty increased when older people lived in the most deprived 
areas and had the least support from social networks. 
Instruments that encompass the multiple domains that link to frailty have 
been developed to assist with geriatric assessment, care planning and 
decision making for individuals, as well as evaluating health outcomes at a 
group and organisational level (Studenski et al 2004; Puts et al 2005; Rolf et 
al 2006, Abellan van Kan et al 2010; De Vries et al 2011). Although such 
models are welcomed criticisms are levelled at the diversity found in the 
components of frailty that have been adopted within the models (Abellan van 
Kan 2010), suggesting that it makes it difficult to truly assess frailty in a 
consistent manner. The early dominance of physical and functional markers 
is being challenged Poltawski et al (2011) argued that new models still have 
a bias towards a physical focus. Furthermore, what is required is an inter-
professional and integrated approach to the assessment of frailty (Poltawski 
et al 2011). This will continue to be challenging as the concept of frailty is 
complex and remains difficult to define (Abellan van Kan et al 2010).      
2.2.1.2 The incidence of frailty 
The difficulty in defining frailty and the diversity identified in the components 
of frailty models means that determining the actual prevalence of frailty is 
problematic (Abellan van Kan 2010). Within the literature there has been a 
huge variation in the prevalence of frailty across a number of cohort studies. 
The landmark study by Fried et al (2001) in the United States reported that, 
of the sample aged 65 and over, 7.3% of women and 4.9% of men were frail.  
Similar prevalence rates were identified in European studies (Cesari et al 
2006; Cawthon et al 2007; Endsrud et al 2007). In particular, the findings 
from the Hertfordshire, UK, cohort study reported that the prevalence of frailty 
was 8.5% among women and 4.1% among men (Syddall et al 2010).  
However, other studies have found higher estimates. Lunney et al (2007) 
stated that 20% of older people in the last year of their life were categorised 
as frail. Similar figures were reported in a study identifying disability in the 
last year of life by Thomas et al (2010). In the Hispanic Established 
Populations for the Epidemiological Studies of the Elderly study Ottenbacher 
et al (2005) reported that 20% of older people aged over 70 were frail.  Mohr 
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et al (2007) concluded that of the men in the Massachusetts Male Aging 
study, aged between 70 and 79, 11% were frail, increasing to 36.5% in those 
aged between 80 and 86. Higher estimates were also reported by Santos-
Eggiman et al (2009) in the Swiss cohort study.  
The differences in prevalence rates have been attributed to differing 
methodological approaches across studies that make it difficult to make 
direct comparisons, especially where different frailty assessment scales have 
been used (Abellan van Kan 2010). Another issue relates to the differences 
in study protocols particularly whether individuals were included or excluded 
on the basis of selected disease and disability (Santos-Eggiman et al 2009). 
These differences are highlighted where different frailty assessment models 
have been used with the same population. In a study by Ensrud et al (2008) 
the prevalence of frailty ranged between 33% and 88% depending on the 
frailty tool used.  It is unlikely therefore that the exact prevalence of frailty will 
ever be known whilst there is such heterogeneity in frailty tools.   
2.2.2 The social production of frailty 
There is a small body of literature that has explored how frailty is socially 
produced and constructed through the interaction of older individuals, their 
caregivers, institutions and wider society (Gadow 1986; Kaufman 1994; 
Kaufman & Becker 1996; Lustbader 2000; Grenier 2005, 2007). Considering 
'frailty' as a social construct, that is, as a phenomenon "invented" or 
"constructed" by participants within a particular culture or society, may offer 
further insights into this complex phenomenon (Berger and Luckman 1966). 
From a social constructionist perspective of frailty there is a social dimension 
to human life which cannot be reduced to a set of bodily imperatives. In 
general this literature has been critical of the dominance of the biomedical 
perspective within health and social care practice, suggesting that frailty is 
used as a label to justify and allocate services based on clinical and social 
need. Although this could be considered to be an appropriate use of the term 
frail these authors indicate that once the label is applied it becomes difficult to 
see the older person beyond their medical and functional problems.   
For example, Kaufman (1994) conducted an anthropological study of one 
hundred community living elders over the age of eighty. Over the period of a 
year, observations of geriatric assessment team meetings were undertaken 
30 
 
where the cases of 43 older people whose conditions had deteriorated were 
discussed. From 25 family conferences 10 older people, or their carers, were 
invited to participate in an interview. In discussing her findings Kaufman 
(1994) suggested that frailty is socially produced and constructed through the 
interaction of older individuals, their caregivers, health providers and wider 
society. Frailty, therefore, became more fully articulated within the discourse 
of surveillance, safety, risk and care. She acknowledged that although older 
adults may come willingly to a health or social care provider or service they 
do not come with the expectation that behaviours, habits and patterns of a 
lifetime will be scrutinised along with the symptoms they choose to reveal. 
Kaufman (1994) went RQWRVXJJHVWWKDWWKHµOLYHGH[SHULHQFH¶RIROGHUSHRSOH
was transformed into a problem list that encompassed personal and social 
behaviours as well as psychological disorders. Similarly, Lustbader's (2000) 
reflections on what it means to be frail also identified how consigning an older 
adult to a category, 'the frail', potentially turned that person into needs, 
around which a health care professional performed a task.  She suggested 
that it is then difficult to remove the label and the behaviours and attitudes of 
the health care professionals that could follow.  
More recently Grenier (2005) undertook a qualitative study using narrative 
interviews to explore how twelve older women made sense of frailty, 
impairment and decline in their everyday life. From the accounts of the older 
women she concluded that understandings of frailty seemed to focus on the 
bodies and function of older people, which tended to be an age-based 
concept judged through medical criteria and/or functional limitations of the 
body. 'Frailty' then became a discursive representation of risk, which 
structured eligibility and guided interventions within health and social care. In 
later work Grenier (2007) developed her ideas relating to frailty and older 
people. She examined the dominant notions of frailty, suggesting that 'frailty' 
IXQFWLRQVDVDµGLYLGLQJSUDFWLFH¶WKURXJKWKHFODVVLILFDWLRQRIWKRVHZKRDUH
eligible for care. Furthermore, this concept of frailty, that Grenier is critical of, 
represents and orders the context, organisational practices, social 
representations and lived experiences of care for older people. 
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2.2.3 7KHROGHUSHUVRQ¶VH[SHULHQFHRIIUDLOW\ 
There is a small but emerging body of literature that has focused upon the 
experience of frailty from the perspective of the older person. The findings 
from this empirical literature have demonstrated that older people experience 
frailty as decline in health as well as physical, psychological and social 
functioning (Becker 1994; Grenier 2006; Puts et al 2009; Nicholson 2012a). 
Furthermore, a sense of loss associated with the decline in overall health and 
wellbeing has been identified, although older people endeavour to remain in 
control of their daily lives and make their own decisions where possible. For 
example, Becker (1994) reported findings from a three year qualitative 
investigation of the transition from independence to dependence amongst the 
oldest old, defined as aged 80 years and older. Over the period of a year 
semi-structured interviews were conducted with 28 older people (16 women 
and 12 men) focusing on their daily lives and routines, health, family and 
friends; of these 19 were considered to be frail by health professionals. The 
findings revealed how older people experienced differing levels of 
impairment, which were categorised as: new to impairment; impaired but 
stable and increasingly impaired. Becker (1994) concluded that in spite of 
differing levels of impairment older people continued to attempt to remain in 
control of their lives, no matter how daunting such endeavours became. 
7KHUHDUHDQXPEHURILVVXHVZLWK%HFNHU¶VVWXG\)LUVWO\WKHUHLVQR
indication of the age of the participants. Secondly, older participants were 
recruited from a number of sources, which included a geriatric assessment 
service and community and inpatient services for older people. Also, some 
older people had been recruited from an earlier study, five years previously, 
focusing on the experience of stroke. Thirdly, there is minimal detail 
regarding the methods of data collection. The lack of methodological detail 
makes it difficult to transfer the findings to other settings and client groups 
(reference).   
Grenier (2006) conducted narrative interviews with a diverse group of 12 
older women who were receiving urban public services in Canada. The 
women were recruited using current service eligibility guidelines: 6 were 
perceived to be frail through service use. Six were not in receipt of services 
therefore were categorised as non-frail.  The aim of the study was to explore 
how older women understand, make meaning, and negotiate the concept of 
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frailty in relation to their everyday lives. Grenier (2006) concluded that the 
individual accounts of the older women reveal how they make meaning of 
their life events in relation to their diverse experiences and identities, rather 
WKDQDVDIUDLOSHUVRQ)XUWKHUPRUHWKHVHLGHQWLWLHVDQGWKHROGHUZRPHQ¶V
interpretations are key to their negotiation of life and health and social care 
needs. A limitation of this study is that the time frame for conducting the 
interviews was not made explicit, as well as the number of interviews per 
participant. Also, the age range of the participants was never revealed. 
Puts et al (2009) undertook a cross-sectional qualitative study, using semi-
structured interviews, to describe the meaning of frailty to older people. The 
data was collected as part the Longitudinal Aging Study Amsterdam (LASA), 
which is an ongoing multidisciplinary study on predictors and consequences 
of change in physical, cognitive, emotional and social functioning in older 
people in the Netherlands (Smit, De Vries and Poppelaars 1998). 
Participants were recruited randomly from population registers and allocated 
frailty markers during an interview cycle three years prior to the current arm 
of the study. Participants were defined as frail if they scored three or more 
frailty markers and non-frail if they scored zero frailty markers. Thirty two 
respondents were approached to take part in the study, twenty five 
participated. Of the twenty five older people who took part 14 were 
categorised as non-frail and 11 as frail. The mean age was 78 and there 
were 14 men and 11 women. Key areas of questioning included the meaning 
of frailty, and appraisal of the persRQ¶VRZQVLWXDWLRQLQUHODWLRQWRIUDLOW\They 
found that older people were able to identify frailty, linking it to reduced 
health, and psychological and social problems, in which the person was not 
able to do what they enjoyed. This led to the experience of loss. Furthermore, 
older people were not always able to control the process of decline 
associated with frailty. However, an issue in transferring this knowledge to 
other contexts is that there is no term in the Dutch language that directly 
translates to frailty. Therefore alternative terms were used, which included 
vulnerability and fragility. Although this is acknowledged by the authors this is 
problematic in terms of transferability of the findings. Moreover, there were 
large time delays between the application of the frailty score and participation 
in an interview therefore it was difficult to establish the relationship between 
the label of frailty and personal experience.  
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More recently Nicholson et al (2012a) undertook a longitudinal qualitative 
study, combining psychosocial narrative approaches and psycho-dynamically 
informed observations, in order to understand the experience of home-
dwelling older people deemed frail. Fifteen older people, age range from 86 
WRZHUHUHFUXLWHGWRWKHVWXG\IURPDQROGHUSHUVRQ¶VLQWHUPHGLDWH
community care team. The sample comprised five men and ten women. A 
purposive approach to recruitment was adopted focusing on those older 
people who lived at home, either alone or with family members, and who 
were regarded as frail by the health and social care team. A common theme 
within the findings was the experience of loss associated with physical 
decline. In light of such losses, negotiating and maintaining a balance 
between autonomy and independence was complex, and involved 
participants employing strategies that reconnected them to their bodies 
creating anchorage in their daily lives. However, the findings suggested that 
there were also opportunities for the older people to relate to their bodies in 
new ways, thus creating new connections. The authors concluded that the 
experience of frailty is a delicate balance between integrating previous, 
present and future realities (Nicholson et al 2012a). However, older people 
are not always able to remain in control of the decline in their health and 
wellbeing. A qualitative study by Puts et al (2009) highlighted that although 
older people were able to identify frailty and the ensuing losses, they were 
not always able to control the process of decline.  
Another developing theme in this body of literature relates to whether older 
people consider themselves to be frail or not. 3DUWLFLSDQWVLQ%HFNHU¶V
study did not use the term frail to describe themselves, although they were 
defined E\KHDOWKSURIHVVLRQDOVLQWKLVZD\6LPLODUO\LQ*UHQLHU¶V
study the older women did not consider themselves to be frail; however there 
ZHUHLQVWDQFHVZKHUHWKH\H[SHULHQFHGµIHHOLQJ¶IUDLO:KHQWKHZRPHQ
UHSRUWHGµIHHOLQJ¶IUDLOLWGLGQRWQHFHVsarily correspond with the experience of 
impairment or disability. Three main issues appeared to be linked to when 
WKHROGHUZRPHQµIHOW¶IUDLO7KHVHLQFOXGHGWKHHPRWLRQVRUIHHOLQJVUHODWHG
to the physical functioning of the body; feelings about traumatic events; and 
uncertainty related to a perceived threat to self, or loss of continuity. In her 
H[SORUDWLRQVRIIUDLOW\*UHQLHUSFRQFOXGHGWKDWµROGHUZRPHQ¶V
identities and strategies were at least partly negotiated in relation to the 
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experieQFHRIµIHHOLQJ¶IUDLODQGWKDWWKHLGHQWLW\DQGWKHVHOIVHUYHGDVD
SURWHFWLYHPHFKDQLVPIURPµEHFRPLQJ¶IUDLO¶,QFRQWUDVWWKHSDUWLFLSDQWVLQ
3XWVHWDO¶VVWXG\LGHQWLILHGWKDWWKRVHROGHUSHRSOHZKRZHUHODEHOOHG
as frail by health care professionals, following the application of a validated 
assessment scale, also considered themselves to be frail. Furthermore, they 
often referred to personal features when describing general characteristics of 
frailty.  
2.3 Ageing and Society 
It is argued tKDWµDJHLQJ¶LVQRWVLPSO\DPDWWHURIRUJDQLFPDWXUDWLRQDQG
decay, but is influenced by cultural variability. Moreover, social divisions 
order and regulate the ageing process over the life course (Hockey and 
James 2003). It is useful to consider the stereotypical images of old age, 
frailty in particular, and how this may influence attitudes to older people. 
Biological signs, such as grey hair, changing skin texture, failing eyesight, 
reduced muscular strength, reduction in stature are considered to be the 
defining features of old age (Westerhof and Tulle 2007; Grenier 2012). For 
those considered frail, predominantly women, images of using Zimmer 
frames or other mobility aids, or being confined to bed or chair come to mind 
(Bytheway 2011; Hurd Clark 2010). Furthermore, these signs are linked with 
frail health, being unproductive and requiring support (Bond and Rodrigues 
Cabrero 2007; Gilleard and Higgs 2010). This somewhat negative 
perspective on ageing, and frailty in particular, appears to be the norm, and 
reflects the link to biological and therefore natural processes of ageing 
(Westerhof and Tulle 2007; Richards, Warren and Gott 2012).  
However, within the context of the life course perspective ageing is an 
individualised, unique process involving changes in many aspects of life. It is 
suggested, therefore, that the inevitable association of ageing with bodily 
decline does not reflect the diversity of experience relating to old age 
(Marcoen et al 2007; Grenier 2012). Featherstone and Hepworth (1989, 
p148) argued that there is a view of ageing that assumes that old age is a 
mask, which 'conceals the essential identity of the person beneath'. This 
highlights the tension between powerful, popular stereotypes of ageing and 
the way this informs attitudes and behaviours towards older people, and the 
diversity of actual personal experience (Featherstone and Hepworth 1991).  
35 
 
Another difficulty is that older people who are generally labelled as 'elderly' 
do not self-identify as old (Itzin 1990, Bury and Holme 1991, Thompson 
1992, Heikkenen 2000, Degnen 2007; Andrews 2012). Therefore, 
assumptions about how an older person who may look frail will experience 
their daily lives, may be very different to the actual experience of the older 
person. This highlights the continuing pervasive ageism that affects the lives 
of everyone, in particular older people (Peace and Bond 2007; Walker 2012). 
2.3.1 The Third and Fourth Age 
Within the gerontological literature there has been much debate as to the 
nature of ageing (Grenier 2012). Successful ageing has been linked to a 
µtKLUGDJH¶/DVOHWW7KLVKDVJHQHUDOO\EHHQDVVRFLDWHGZLWKWKHDJH
range of fifty to seventy as well as conceptualised as a time of life where 
older people generally experience good health and are able to exercise 
autonomy and choice (Gilleard and Higgs 2000; 2010). Furthermore, it is 
posited as a time of extended consumerism, opportunity and activity. It has 
been recognised that in the third age there is resistance to the label of old 
age, and it continues to be supported by expanding markets for anti-ageing 
products and active lifestyles (Gilleard and Higgs 2000; Hurd Clark and 
Griffin 2007; Lumme-Sandt 2011). 
,QFRQWUDVWWKHµIRXUWKDJH¶/DVOHWWZDVFKDUDFWHULVHGDVDSHULRGRI
debility and decline, one that Laslett (1989) suggested should be delayed for 
as long as possible. Gilleard and Higgs (2000) described how the creation of 
the fourth age has been considered to mark the end of the third age. 
Similarly, Twigg (2006) highlighted the contrasting elements of the third and 
fourth age, namely the fourth age could be seen to be what the third age was 
not. Therefore, the fourth age is a phase of life characterised by decreasing 
decline and reduced autonomy in the period before death (Gilleard and Higgs 
2010; Lloyd et al 2012a). It is at this point that it could be suggested that the 
concept of frailty becomes prominent, and linked to deterioration and decline. 
Gilleard and Higgs (2010, p125) have likened the experience of the fourth 
DJHWRWKDWRIDµPHWDSKRULFDOEODFNKROH¶+HUHWKH\VXJJHVWWKDWEHLQJLQWKH
fourth age is synonymous with being sucked into a black hole. Those in later 
life, possibly frail, DUHKHOGLQWKLVµVSDFH¶RQHZKLFKLVERWKXQNQRZDEOe and 
where there is no return. 
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The closeness of the fourth age to death has been noted (Twigg 2006; 
Gilleard and Higgs 2011; Lloyd 2012b). According to Twigg (2006) the period 
prior to death has been emptied of meaning and linked to a period of decline 
as a consequence of the lack of meaning surrounding death in secular 
society. Gilleard and Higgs (2010, p125) identified the fear of the fourth age, 
one that they suggested OLQNHGWRµSDVVLQJEH\RQGDQ\SRVVLELOLW\RIDJHQF\
KXPDQLQWLPDF\RUVRFLDOH[FKDQJH¶RQHWKDWXOWLPDWHO\OHDGVWRGHDWK
Although this is an extreme argument it is never-the-less important to 
develop an understanding of how frail older people experience health and 
illness, independence and dependence in later life. 
2.3.2 The experience of ageing in later life 
Similar to the biomedical and functional literature older people in later life do 
articulate their experience of ageing in relation to bodily and functional 
decline. This is expressed by older people as: loss of memory, immobility, 
general weakness and fatigue, ill health, altered body image, loss of sexual 
activity and sensory impairment. (Bury and Holme 1991; Becker 1994; 
Heikkinen 2000, 2004; Easley and Schaller 2003; Jones 2006; Degnen 2007; 
Nilsson et al 2007; Janssen, Abma and Regenmortel 2012; Lloyd et al 
2012a). Such experiences appear to find expression in the meanings that 
people attach and ascribe to the process of ageing within the context of their 
own lives, not just the functional limitation in isolation. Both positive and 
negative meanings appear to be attributed to this process. 
2.3.2.1 The process of ageing later life 
&RQWLQXLQJWROLYHµHQJDJHG¶OLYHVLQVSLWHRIIXQFWLRQDOGHFOLQHDQGLOOQHVV
whether that is enacted in terms of routines or relationships, is seen to be a 
positive aspect of ageing (Heikkinen 2000, 2004; Easley and Schaller 2003; 
Torres and Hammerstrom 20066XFKµHQJDJHPHQW¶LQOLIHZKHWKHUWKLVZDV
playing group games, participating in a community group, or engaging in 
work activities, was identified as an important aspect of the experience of 
being aged 85 and over in a cross sectional qualitative study by Easley and 
Schaller (2003). Engaging in such activities enabled the older women to feel 
active and gave a sense of control in their lives, in spite of health problems. 
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The ability to engage in life is also linked to a strong family support network 
and a positive attitude and outlook towards life (Bury and Holme 1994; 
Heikkinen 2004; Clarke and Warren 2007; Janssen, Abma and Regenmortel 
2012). Clark and Warren (2007) reported that having a positive outlook 
towards life enabled older people to consider future hopes. These related to 
maintaining health, further developing positive relationships, optimising 
limited functional ability to achieve small goals, as well as preparing for the 
end of life. In -DQVVHQ$EPDDQG5HJHQPRUWHO¶VTXDOLWDWLYHQDUUDWLYH
study even where participants were severely limited by their ill-health and 
disability a positive outlook enabled the adaptation of small tasks to their 
current capabilities, enabling them to continue to engage with their daily life.  
Dependence on others to participate in activities that enable engagement can 
lead to a decrease in wellbeing and therefore can be seen as a negative 
aspect of the ageing process (Bury and Holme 1991; Easley and Schaller 
2003; Janssen, Abma and Regenmortel 2012; Lloyd et al 2012). In the 
seminal study by Bury and Holme (1991), a longitudinal mixed methods study 
exploring the experience of living over the age of ninety, they identified that 
increasing dependence was a source of distress to some older people, linked 
to the loss of capacity and reliance on others to perform basic tasks 
associated with daily living. More recently studies have also illustrated how 
dependence on others is considered to be a negative aspect of ageing 
(Hammarstrom and Torres 2009; Breheny and Stephens 2012). In the 
qualitative study by Breheny and Stephens (2012) they demonstrated how 
older people constructed dependence on others as burdensome. Likewise, 
Lloyd et al (2012a) reported how some older participants in this qualitative 
study found it difficult to accept help as it challenged their sense of selves as 
an independent person.    
Although there is generally an assumption that dependency is a negative 
aspect of the ageing process Secker (2003) argued that older adults who 
may be highly reliant on others for support in the maintenance of activities of 
daily living can still experience positive well-being. She suggested that this is 
OLQNHGWRWKHROGHUDGXOW¶VDELOLW\WRPDLQWDLQKLJh levels of subjective 
independence. Similarly, Fine and Glendinning (2005)  highlighted that it is 
not uncommon for those who live with limitations to continue to regard 
themselves as autonomous individuals despite requiring assistance on a 
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regular basis. More recently, in a qualitative study by Hammarstrom and 
Torres (2012) participants who were receiving assistance from social care did 
not experience a loss of capability or agency. The authors concluded that 
multiple factors determine whether or not receiving help brings about the 
feeling of dependence and loss of capability for being autonomous.  
This is considered to be influenced by how much the older person can match 
their lived experience to their desired level of choice, social usefulness and 
autonomy (Becker 1994, Secker 2003). This in turn can depend on the older 
SHUVRQ¶VSV\FKRORJLFDOPDNH-up and sense of identity, biography, social 
context and cultural heritage (Secker 2003; Clarke and Warren 2007; 
Hammerstrom and Torres 2012). Furthermore, the relationship between the 
older person and the care worker can influence whether an older person 
experiences loss of agency as a result of receiving care (Barret. Hale and 
Gauld 2012). Janssen, Abma and Regenmortel (2012) identified that 
promoting and maintaining independence was linked to the nature of social 
support that was available. They concluded that it was not just the type of 
support but also the way that it was introduced, and the reciprocity within the 
relationship.   
2.3.2.2 Making sense of ageing in later life 
The way in which older people make sense of the ageing process can 
influence their attitudes towards the changes experienced as well as how 
they regard support. 7DNLQJRQHGD\DWDWLPHRUµOLYLQJIRUQRZ¶LVRQHZD\LQ
which older people manage the effects of ageing and unpredictability in later 
life (Nilssen et al 2000, Heikkenen 2004, Clarke and Warren 2007). 
Adaptation of well-established routines and expectations related to the 
process of ageing also appear to shape how an older person makes sense of 
their own ageing (Heikkenen 2004; Torres and Hammarstrom 2006; Clarke 
and Warren 2007; Lloyd et al 2012a). For example, in a longitudinal 
qualitative study exploring the ageing process of participants aged between 
80 and 90, Heikkenen (2004) found that older people adapted situations to 
their limitations in order to maintain a sense of wellbeing. For example, the 
identity of one participant was closely linked to her ability to play the violin, 
which she had done all her life. She could no longer bend her arm sufficiently 
therefore had exchanged the violin for a mouth organ. Clark and Warren 
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(2007) discovered that the activity driven goals of previous years were often 
replaced by the accomplishment of simple, everyday activities; these could 
be actively chosen thus maintaining a sense of autonomy. Furthermore, 
µDFWLYHDJHLQJ¶could be experienced within the ordinary, everyday needs and 
relationships that older people experienced.  
The experience of uncertainty relating to the present and future can 
FKDOOHQJHDQROGHUSHUVRQ¶VDELOLW\WRDGDSWDQGPDNHVHQVHRIFKDQJHVDVD
result of ageing.  Torres and Hammarstrom (2006) demonstrated how 
personality and biography influenced how an older person managed their 
experience of uncertainty within the context of decline and ageing. Where 
decline in everyday competence was interpreted as a fact of life there was 
acceptance of problems that arose, in particular accepting help was not seen 
to be problematic. Older people who regarded decline in everyday 
competence as burdensome and arduous, however not to be accepted 
ZLWKRXWµSXWWLQJXSDILJKW¶IRXQGWKHXQFHUWDLQW\FKDOOHQJLQJEXWIRXnd ways 
to work round the limitations. Where decline in competence was perceived as 
irreversible the uncertainty led to worry and anxiety. This was compounded 
further when there was a reluctance to ask for or receive help. Lloyd et al 
(2012a) demonstrated KRZROGHUSDUWLFLSDQW¶VDFFRXQWVRIWHQHQFDSVXODWHGD
sense of precariousness about the present and great uncertainty about the 
future. During these challenging times participants had to work hard 
physically, mentally and emotionally to enable them to manage the changes 
in their lives. However, giving up was not an option and being determined 
ZDVFRQILUPDWLRQRIDQLQGLYLGXDO¶VZLOOWRFRQWLQXHOLYLQJ 
2.3.2.3  Being old and feeling old in later life 
Research literature suggests that older people generally do not consider 
themselves to be old (Itzin 1990, Bury and Holme 1991, Cremin 1992, 
Thompson 1992, Becker 1994, Heikkenen 2000, Grenier 2005, Degnen 
2007; Andrews 2012; Lloyd et al 2012). Moreover, distinctions are made 
between µEHLQJROGDQGIHHOLQJROG¶ (Cremin 1992, Kaufman 1996, Degnen 
2007). Cremin (1992) conducted an ethnographic study to explore the 
experience of ageing in relation to older people and the underlying 
assumption within health and social care that frailty and dependence are 
µQDWXUDO¶FKDUDFWHULVWLFVRIFKURQRORJLFDODJH7KHILQGLQJVKLJKOLJKWHG
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differences in the ways that older participants and their children constructed 
WKHH[SHULHQFHRIROGHUSHRSOH
VDJLQJ7KHROGHUDGXOWVH[SHULHQFHGµIHHOLQJ¶
old as a temporary and sporadic phenomenon, triggered by different kinds of 
trouble; in fact none of the older adult participants considered themselves to 
be old. In contrast, WKHFKLOGUHQLGHQWLILHGWKHLUSDUHQWVDVµEHLQJ¶ROGHolding 
conflictinJYLHZVDERXWµEHLQJ¶DQGµIHHOLQJ¶ROGKDGDQLPSDFWRQWKHZD\V
that participants defined trouble. For the older adults circumstances were 
seen as troublesome when they threatened specific skills or attitudes which 
they highly valued and had helped them take a particular stance on the world 
throughout their lives. In contrast the children labelled those situations as 
troublesome when it threatened their perception of their parent. 
This is supported in part by Nilsson et al (2000) who found that for 
participants aged 85 and over feeling old was characterised by fear of 
helplessness and not being able WRPDQDJHRQH¶VOLIHVLWXDWLRQ. In an 
ethnographic study Degnen (2007) identified how older people also made 
distinctions about who was old and what oldness comprised, in some 
circumstances more than the majority of younger people. In contrast to the 
dominant biomedical perspective, when assessing their peers in relation to 
old age the older people in the study did not emphasise chronological age or 
physical ability. Instead mental acuity and social comportment were more 
important indicators of whether someone was deemed to be old. Oldness 
then became attributed to the person and written onto them through 
interpretations of their behaviour, speech and appearance. The study 
identified that the process of attributing oldness to others was not fixed. For 
example, when a person, identified as old by the group, interacted with a 
SHUVRQZKRWKH\GHHPHGWREHROGWKH\QRORQJHUµDSSHDUHG¶ROGWRWKH
group.  
2.4 UK Policy and frailty 
The last decade has seen a huge shift in the way that health and social 
services for older people have been organised and delivered, with the aim of 
modernising them to meet the demand of an ageing population and 
subsequent care requirements. The National Service Framework (NSF) for 
Older People (Department of Health (DOH) 2001) was heralded as an 
important policy development as it would empower stakeholders to develop 
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better services for older people across the interface of health and social care 
(Philp 2002). At this time there were concerns that services were often 
unacceptable, and did not meet the needs of those using the services. More 
specifically there were concerns about the loss of dignity suffered by older 
people, particularly in hospital; the ageist attitudes towards the provision of 
care; the lack of integration of services to meet individual needs; the lack of 
choice and inequity of access to services; organisational structures that 
provided barriers to assessment of need and access to care; and lack of 
evidence based practice in some clinical areas (NSF 2001; Philp 2002).  
Following implementation of the NSF for Older People (DOH 2001) there 
have been significant developments in government policy in relation to adult 
health and social care (DOH 2005; 2005b; 2006, 2007; 2010). Central 
themes of these policies have been to promote health, wellbeing and active 
ageing; improve quality of life; enhance choice; personalise services; and 
free users from discrimination. In particular, µSXWWLQJLQGLYLGXDOFLWL]HQVDV
FRQVXPHUVRUµFR-SURGXFHUV¶LQFRQWURORIGHVLJQLQJWKHVHUYLFHVWKDWFan best 
deliver for them signalled a different sort of relationship between the state 
and the individual (Local Government Association et al 2012). The onus was 
on health and particularly social care organisations delivering services to 
ensure that they were more personalised, and that they suited the lives that 
people live. Here personalisation involved a strategic shift to ensure that all 
older people across the spectrum of need had choice and control over the 
nature of support, even where significant assistance was required (DOH 
2008).  
A key focus of UK policy has been to enable the older person to remain at 
home where possible, with appropriate formal home-care provision (Timonen 
2008), even if this entails the older person taking some risks in order to 
maintain their independence (Department of Health 2001, Department for 
Work and Pensions (DWP) 2004, Commission for Social Care Inspection 
2006a). However, what an older person may consider as a risk to their 
independence and how health and care professionals identify a 'frail' older 
person at risk may be two different things. There is a possibility that health 
and social care professionals define the 'frail' older person using a 
biomedical/functional framework within a culture where ageing is clearly 
linked to bodily decline, thus dependency. It has been argued that a focus on 
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'risk', and levels of surveillance through assessment, has dominated health 
and social care policy and practice relating to older people within the UK. 
Criticisms of such policies have highlighted how they have focused 
predominantly on functional decline and ageing, in particular  increasing 
dependency and decreasing productivity (Westerhof and Tulle 2007; Lloyd 
2012b). This may lead to conflict in relation to whether an older person is 
able to remain at home or not. 
Although it is acknowledged that older people may have some 'dependency 
needs', it is argued that loss of social roles invites a view of the older person 
in terms of biological or physiological age terms alone (Katz et al 
2011).Therefore, within this context old people are viewed as returning to the 
dependency of childhood; older people then become treated as children 
(Bury and Holme 1991). There is the suggestion that dependency should be 
seen as a feature of life at any age, involving 'complex dynamics of choice 
and constraint' (Bury and Holme 1991, p132). This would move away from 
the assumption that dependency must always be overcome; under some 
circumstances it may bring some advantages to the individual. 
In spite of the myriad of policy developments there is still a gap between the 
written policy and its implementation in practice. Cornwell (2012) argued that 
health and social care policy has been slow to adapt to the requirements of 
an ageing, and increasingly frail population. More recently the Ready for 
Ageing report (House of Lords 2013, p1) stated that the nation and 
JRYHUQPHQWDUHµZRHIXOO\XQSUHSDUHG¶WRDGGUHVVWKHLPSOLFDWLRQVWKDWDQ
ageing population will have on individuals and society. The report made it 
clear that the current model of health and social care is inappropriate and 
unable to cope with changing patterns of ill-health in the context of an ageing 
population; particularly the split between health and social care is 
unsustainable. Furthermore, rather than an emphasis on individual choice, 
there needs to be a sharing of responsibility between the individual and the 
state.  
There is clearly a gap between the policy rhetoric and its implementation in 
practice (Lloyd 2012b). The exposure of poor standards of care provided to 
frail older people, particularly in the hospital setting, is becoming a common 
occurrence across the UK (Parliamentary and Health Service Ombudsman 
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2011; Local Government Association et al 2012; Francis 2013). All these 
reports have highlighted instances where older people were treated in an 
undignified manner, as well as illustrating aspects of sub-standard care. 
These included lack of nutritional support, lack of attention to personal 
hygiene and elimination, poor pain control and lack of communication. These 
are some of the very issues that were of concern leading to the introduction 
of the NSF (DOH 2001) for older people suggesting the system is still failing 
older people in certain circumstances. As Cornwell (2012, p1) stated, it is 
WLPHµWRWXUQWKHUKHWRULFRISHUVRQDOLVHGFDUHLQWRWKHUHDOLW\RI everyday care 
DQGSUDFWLFHLQUHODWLRQWRIUDLOROGHUSHRSOH¶7KHLQWHUIDFHEHWZHHQSROLF\
and practice requires further exploration.  
2.5 Reflecting on the literature 
Following this review it is reasonable to assume that the way in which frailty 
is conceptualised and interpreted has implications for how health and social 
care practices are organised and delivered; how therapeutic relationships are 
developed and maintained; and the personal experience of care. The 
majority of the literature is located within a biomedical, functional framework 
that describes frailty in terms of functional losses that influence a person's 
capacity for independence in activities of daily living. Specifically, the 
classification and measurement of markers, to assess for and identify 
potential outcomes of frailty, dominate the literature. Although this 
instrumental and reductionist approach may be useful to clinicians, there is a 
claim that it may not reflect the complexity and uniqueness of the experience 
of frailty at the level of the individual (Brown and Markle-Reid 2003; Levers et 
al 2006). Moreover, that on the whole these aspects have been mostly 
viewed in isolation from each other and in general these approaches do not 
address how the combination of physical, psychological, social and 
environmental factors may influence frailty. Thus, the role of the broader 
environment and other factors such as poverty and isolation, which are often 
out of the control of the older person, are ignored (De Lepeleire et al 2009).  
It could be argued, however, that this approach was never designed to 
explore the unique experience of frailty and that for some older adults 
identifying and managing aspects of functioning in relation to their daily lives 
could be highly beneficial. Moreover, targeting clinical interventions in a 
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focused way to prevent adverse outcomes could help to target scarce 
resources. As a counterpoint to these critiques, in the last decade 
assessment instruments that address the multiple dimensions of frailty have 
been developed. However, these continue to be in the early stages of 
development and it has been recognised that further meta-analysis and 
meta-synthesis of different frailty instruments need to be undertaken to 
assess their effectiveness.  
A further criticism of the dominant medical approach is the way in which it 
has influenced health and social care policy; to the extent that 'frail' older 
people are monitored to ascertain levels of independence in functional 
activities. Dependence is considered to impact on an older person's ability to 
manage their daily lives and is therefore equated with risk. This overarching 
perspective can also been seen at the micro level, where older people, 
through surveillance, are constructing old age and 'capacity' through 
interactions amongst their peers.  
Although there is an emerging body of work there is little research that 
relates specifically to the subjective experience of frailty in later life. The 
current literature identifies that older people can experience frailty as loss, 
which appears to be experienced in physical, psychological and social 
domains. There is conflicting evidence in relation to whether older people 
consider themselves to be frail or whether they just feel frail. Drawing on 
individual experiences of ageing in later life can help illuminate some of the 
issues that may be pertinent to those who are considered frail. Interestingly 
older people are able to articulate their experiences of ageing in later life, 
which does in part relate to ill health and functional decline. However, this is 
not always perceived to be negative by the older person. Moreover, some 
older people are still able to maintain a positive sense of wellbeing. This 
appears to be related to their sense of self or identity, and the many 
components that contribute to this, such as level of autonomy, ability to 
HQJDJHLQDQµDFWLYH¶OLIHsocial networks as well as wider societal influences. 
Importantly active ageing can still be achieved with decreasing ability. 
Another issue is that older people do not always think of themselves as old, 
although they may feel old at times. These aspects of ageing certainly 
challenge assumptions of what it means to be old and frail.  
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2.6 Exploring frailty: where my study is situated 
This study is informed by a wide-ranging review and analysis of the literature 
on frailty and ageing. Although my study is clearly informed by the wider body 
of literature it is the limited body of evidence that informs the personal 
experience of frailty in later life upon which my study is situated and builds. 
The findings from this empirical literature have demonstrated that older 
people experience frailty as decline in health as well as physical, 
psychological and social functioning (Becker 1994; Grenier 2006; Puts et al 
2009; Nicholson 2012a). Furthermore, a sense of loss associated with the 
decline in overall health and wellbeing has been identified, although older 
people endeavour to remain in control of their daily lives and make their own 
decisions where possible. It is still pertinent to explore how frail older people 
experience and make sense of frailty in later life as there are methodological 
issues in some of the studies reviewed that make it difficult to transfer some 
of the findings and theoretical insights to the UK context. Therefore my study 
will contribute to this body of knowledge. However, I recognised that I was 
required to develop and make a unique contribution to the current knowledge 
base. 
On that basis in my opinion what was lacking in the literature was evidence 
relating to the personal experience of frailty in the context of living with 
complex health problems. The review has clearly highlighted the importance 
of adopting a comprehensive approach to the assessment of frailty and 
efforts to develop appropriate models of assessment continue. However, in 
my view what was needed was an exploration of how frail older people with 
complex health problems experience and make sense of frailty. This is timely 
in the context of the increasing number of older people living with co-
morbidity and Long Term Conditions (LTC), developing the knowledge base 
required to facilitate a person-centred approach to the assessment and 
management of care for frail older people with complex problems.  Also, a 
key policy driver in the UK is to enable frail older people to remain at home 
with appropriate support for as long as possible, therefore my study will focus 
on frail older people, with complex health problems, who live alone at home. 
This sets my study apart from the current evidence base as all the studies 
focusing on the personal experience of frailty have predominantly recruited 
older people who live with others as well as alone.  
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My analysis of the literature also identified that on the whole older people do 
not label themselves as old, and there are differing opinions in the small body 
of literature pertaining to the personal experience of frailty as to whether 
older people consider themselves to be frail or not. However, in the context of 
health and social care policy labels of frailty are frequently attached to older 
people, often in the absence of the application of a frailty assessment tool. It 
is likely that in labelling older people as frail health and social care 
professionals contribute to how frailty is experienced by an older person. 
None of the current studies reviewed have actually explored how interactions 
between health and social care professionals and frail older people contribute 
WRDQROGHUSHUVRQ¶VH[SHULHQFHRIIUDLOW\7KHUHIRUHP\VWXG\LQWHQGVWR 
DGGUHVVWKLVJDSE\H[SORULQJKRZROGHUSHRSOH¶VH[SHULHQFHRIIUDLOW\LV
constructed by those who provide care to them, including wider societal 
influences, and how older people make sense of it.  
Overall this study therefore aims to address the gaps identified in the 
literature and expand the existing knowledge base relating to the personal 
experience of frailty in later life. The following research questions were 
developed and operationalised as an aim and objectives: 
x What do older people understand by frailty generally and in relation to 
themselves? 
x How do relationships with significant others and care staff influence an 
older adult's experience of frailty? 
x How do wider societal influences affect the experience of frailty? 
Aim  
To explore how older adults with complex problems experience and make 
sense of frailty in their daily lives. 
Objectives 
x To examine how older adults with complex problems construct and 
communicate their own accounts of frailty. 
x To investigate how older adults with complex problems make sense of 
frailty in the context of their ageing process. 
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x To explore how an older adult with complex problems is constructed 
as frail through social interaction with health care staff involved in their 
care. 
x 7RFRQVLGHUKRZDQROGHUDGXOW¶VH[SHULHnce and expression of frailty 
are shaped by their social world.  
x To contribute to the development of nursing and health care policy and 
practice. 
2.7 Chapter Summary 
This chapter has explored the current literature and debates that have 
informed the development of my research questions, aim and objectives. The 
next two chapters will describe the research methodology that underpinned 
the study.  
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Chapter 3: Research Methodology 
The previous chapter presented a review of the literature which led to the 
development of an aim and objectives focused on developing an 
understanding of how older people experience and make sense of frailty in 
their daily life. The following two chapters present the qualitative research 
methodology that was employed to answer the aforementioned aim and 
objectives. This chapter explores the relationship between the methodology 
and the epistemological stance taken in this study, providing a rationale for 
the chosen research design and the methods of data collection. First, an 
overview of the study design is provided in order to provide a context for the 
ensuing discussion. The chapter is then divided into the following sections: 
epistemology; ethnography; case study design; access to the research 
setting; recruitment of participants; and ethical approval. A reflexive approach 
is demonstrated in relation to field access and recruitment of participants. 
3.1 Overview of the study design 
I adopted a prospective, longitudinal, ethnographic case study design in 
order to undertake a focused and intensive analysis of how of an older 
person, considered to be frail and living at home, experienced and attributed 
meaning to their daily life. The methods of data collection included: 
participant observation, informal conversations and interviews and 
documentary review. The study took place in a city situated in the north of 
England. Ten participants aged 75 and over, receiving care from a 
community matron service, were recruited to the study; a case comprised an 
older person, a community matron and significant others where appropriate. I 
observed care visits by a community matron WRDQROGHUSHUVRQ¶VKRPHDW
monthly intervals for six months or until death; in total 56 care visits by 
community matrons were observed. Following each visit I conducted 
interviews with the older participant in their own home; 54 interviews were 
conducted in total. I also undertook interviews with the community matrons 
and significant others at the beginning and end of the observation period for 
each case. I conducted 16 interviews with four community matrons and four 
interviews with three significant others.  Nursing, medical and social care 
documentation was reviewed for the ten cases. In total I was in the field for 
two and a half years from September 2008 until March 2011.  
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The analysis of the data was an iterative process and began prior to the 
fieldwork and continued during the writing of the thesis. Data analysis 
comprised thematic narrative analysis within and across cases. Three 
themes emerged from the analysis to illuminate the experience of living with 
frailty. Transitions in health and illness details the types and patterns of 
transition and the subsequent impact on daily life. Dimensions of frailty 
reports perceptions of frailty in later life; accounts of feeling frail relate to 
episodes of uncertainty. Health and social care provision: rhetoric and reality 
provides insights into the inter-UHODWLRQVKLSEHWZHHQWKHROGHUSHUVRQ¶VZRUOG
of declining health and the episodic interactions with health professionals. 
3.2 Epistemology 
Given that this empirical study aimed to develop an understanding of how 
older people with complex problems experienced and made sense of frailty, 
the underpinning epistemology needed to reflect personal views, perceptions, 
beliefs and behaviours associated with individual experiences. To this end it 
was important that my understanding of the nature of reality and the nature of 
knowledge underpinning the social world was made explicit. This informed 
the development of an appropriate research methodology as well as 
SURYLGLQJDIUDPHZRUNWRDVVHVVWKHµYDOLGLW\¶RIWKHVRFLDONQRZOHGJH
established within the chosen research design (Pope and Mays 2007).  
(SLVWHPRORJ\UHIHUVWRFODLPVDVWRKRZNQRZOHGJHRIµUHDOLW\¶PD\EH
gained; it considers the nature and forms of knowledge and reflects the 
UHODWLRQVKLSEHWZHHQWKHµNQRZHU¶DQG what may be known (Avis 2005). 
Within the literature it is acknowledged that researchers must give thought to 
the epistemological considerations underpinning the nature and purpose of 
research (Carter and Little 2007; Denzin and Lincoln 2011). Guba and 
Lincoln (2005) argued that an epistemology that can recognise and deal with 
WKH³LQVLGHU¶V´YLHZRIDVRFLDOO\FRQVWUXFWHGUHDOLW\ZLOOEHUDGLFDOO\GLIIHUHQW
from an epistemology that supports scientific knowledge based on an 
assumption that there is an objective single reality that can be standardised 
and measured.  
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Generating knowledge about personal experiences of older age in this study 
required an epistemological approach that acknowledged the individual 
nature of experience. In order to facilitate an exploration of the experiences 
of older people in later life I first drew on the work of symbolic interactionism 
(Blumer 1986) and the concept that social interaction at the individual level 
provides subjective meaning in human behaviour and the social process; 
thus contributing to experience. There are three basic premises that underpin 
the concept. First, humans act toward things on the basis of the meanings 
they ascribe to those things. Second, the meaning of such things is derived 
from, or arises out of, the social interaction that one has with others and 
society. Third, these meanings are handled in, and modified through, an 
interpretative process used by the person in dealing with the things he/she 
encounters (Blumer 1986). In essence people construct the social world, both 
through their interpretations of it and through actions based on those 
interpretations. Therefore, the behaviour of individuals and the roles they 
adopt are determined by how they interpret, perceive and give meaning to 
symbols (Bluff 2005). Furthermore, those interpretations sometimes reflect 
different cultures so that there is a sense in which, through their actions, 
people create distinct social worlds (Blumer 1986). 
Therefore, drawing on their personal beliefs, values and emotions an older 
person will appraise and judge their experience of ageing in many situations. 
Consequently, their behaviour may be influenced by symbols associated with 
the experience of ageing, such as transitions in health status, attitudes of 
health and social care staff, introduction of aids and appliances for personal 
use, levels of independence and contexts of care provision. Furthermore, the 
behaviour of older people during a particular experience may be in response 
to changing situations associated with external events, such as the 
introduction of care services within their own home, as well as personal 
experience of such care. In turn this informs their personal interpretation of a 
particular experience within their social world (Hammersley and Atkinson 
2007). Similarly, health, illness and the experience of hospitalisation are 
recognised as social events that may be interpreted differently by older 
people (Bowling 2002; Giddens 2009).  
What I acknowledged here is that older people will have diverse experiences 
of ageing, thus the presence and experience of frailty will be different for 
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each older person based on their unique understandings of the world. In this 
sense µUHDOLW\¶IRUHDFKROGHUSHUVRQis subjective and therefore this required 
consideration when developing the research methodology. For this reason I 
rejected the notion that there is a single reality that exists for all older people 
in relation to their experience of frailty; that there is an objective truth that all 
older people who are frail will have the same characteristics, features and 
experiences which are quantifiable in the tradition of positivism (Ashworth 
2003). I did not consider older people to be passive recipients therefore it 
was unlikely that the experience of ageing would be the same for all older 
people. In essence I was not seeking to identify the one reality of ageing and 
frailty, but many realities. 
I did not make the assumption that experience is straightforwardly owned. 
0RUJDQSUHIHUUHGWRµDQLPPHGLDWHSUH-reflective, affective 
H[SHULHQFHRIHYHU\GD\OLIH¶DQGKLJKOLJKWHGWKHWHQVLRQEHWZHHQWKH
immediacy of this experience and the narrative account of such experiences. 
He went onto explain that there will always be a gap between experience and 
the reconstruction of experience, in that giving an account of experiences will 
involve both conscious and unconscious omissions. Therefore, I did not take 
for granted that the experience of frail older people was transparent and self-
evident or straightforwardly narratable.  
Whilst these perspectives assisted in developing a research methodology to 
gain an insight into the individual meanings that are ascribed to the 
experience of frailty and ageing it does not fully capture the role of society in 
WKHGHYHORSPHQWRINQRZOHGJHDQGWKXVµUHDOLW\¶)RUH[DPSOHLt is likely that 
societal attitudes towards older people within contemporary British society 
PD\KDYHVRPHLQIOXHQFHRQDQLQGLYLGXDO¶VH[SHULHQFH7KHUHIRUH
generating knowledge about personal experiences of older age in this study 
also demanded an epistemological approach that acknowledged socially 
constructed interpretations of reality (Berger and Luckman 1969). The central 
concept underpinning this is that over time individuals and groups interacting 
in a social system form concepts or representations of each other's actions. 
These concepts eventually become habituated into reciprocal roles and are 
played out in social situations. When these roles are made available to other 
members of society to enter into and play out, the reciprocal interactions are 
said to be institutionalised. Furthermore, they become accepted as the norm  
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and this process of institutionalisation leads to meaning being embedded in 
society. This in turn influences the meanings that people attach to things and 
thus their interpretation of them.  
As highlighted earlier there is a stereotypical image of a frail old person, 
usually female and wrinkled, who has a degree of physical disability and is 
dependent on others for personal care (Hurd Clark 2010). Thus, SHRSOH¶V
knowledge and belief of what reality is becomes embedded in the institutional 
fabric of society and therefore reality is said to be socially constructed; the 
image of a frail older person described above becomes accepted as the norm 
and is shaped by the cultural, historical, political and social norms operating 
within British society. In the context of frailty, linked to the stereotypical image 
are certain attitudes and behaviours that are enacted within the daily lives of 
older people. However, acknowledging the socially constructed nature of 
society does not mean that it is a fixed and unchanging entity external and 
independent of older adults, whom respond in a simplistic way to factors that 
may influence their experience of frailty (Brewer 2000). The structures that 
pre-exist us do not occur independently of human agency, but are 
reproduced and transformed by our action and everyday activities (Gergen 
2009). Therefore, although frailty could be considered to be socially 
constructed, it is in itself replicated and changed by the action of older people 
and those who interact with them, through personal and professional 
relationships.   
In light of this discussion it became apparent that the research methodology 
needed to consider how to ascertain the subjective views of older people, 
whilst at the same time acknowledging the influence that context and wider 
societal values exert on individual experiences, and vice versa (Ritchie and 
Lewis 2009). It also needed to consider the nature of the research question 
that had been formulated. Thus, I recognised the complexity of the 
relationship between epistemology, methodology, research design and 
methods (Carter and Little 2007). To this end an ethnographic case study 
design was selected.  
3.3 Ethnography 
In keeping with the epistemological underpinnings of this study the principles 
of ethnography have been drawn upon to support the study inquiry. I 
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understood ethnography as a philosophical paradigm rather than just a set of 
data collection methods (Atkinson 2001). The aim of ethnography is to 
describe and investigate the social world (Hardin and Clarke 2012) and in 
doing so the meanings, functions and consequences of human actions and 
institutional practices (Hammersley and Atkinson 2007). Furthermore, a 
central tenet of ethnography is WKDWLQGLYLGXDOV¶experiences are socially 
organisHGDQGDVVXFKWKHUHVHDUFKHUEHJLQVE\H[DPLQLQJWKHLQGLYLGXDOV¶
experiences but then proceeds to explore how broader social relations have 
shaped them (Brewer 2000). Thus, by exploring small scale events in 
everyday life there is the opportunity to identify the common features within a 
broader social world. Brewer (2000) went onto suggest that general 
processes permeate down to and are in part reproduced at the level of 
peopOH¶VHYHU\GD\OLYHV7KXVLQ this study I intended to describe how a frail 
older person living at home experienced their daily life. Furthermore, I would 
be able to explore the interaction between older people, significant others 
and nurses, in particular how this shaped the older peUVRQ¶V experience of 
frailty. Finally, I would be able to examine ways in which wider social issues 
influenced the experience of frailty in the daily life of older people. 
Within the context of ethnography I did not subscribe to the idea that by 
getting close to older people and accessing ethnographic accounts that I 
would be able to represent reality in a straight forward, naturalistic way. 
Drawing on modern approaches to ethnography I acknowledged that I was 
part of the social world that I intended to study and that my personal 
biography, including my values and beliefs, would influence the knowledge 
produced pertaining to frailty. As Hammersley and Atkinson (2007) pointed 
out ethnographers construct the social world through their interpretation of it, 
therefore I was not seeking to uncover DQµREMHFWLYHWUXWK¶Dbout the 
experience of frailty.  
I recognised that my interpretations of the data and my presence in the field 
enabled at best a partial, selective and autobiographical account of the 
experience of older people with complex health and social problems (Brewer 
2000). However, they still offered an interpretation and representation of 
frailty. To clarify this interpretation and enhance the quality of the research I 
drew upon the concept of reflexivity (Hammersley and Atkinson 2007); in 
order to understand how my position as researcher affected all stages of the 
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research process. This involved continuous reflection upon my values and 
preconceptions and the effect of my presence and behaviour, as well as 
others, in the field. Continually evaluating my actions, responses and 
relationships in the field contributed to an understanding of how knowledge 
regarding frailty was constructed in this study (Jootun et al 2009). Reflexivity 
is demonstrated throughout the thesis.  
3.4 Case Study Design 
A case study design was selected to shape the ethnographic approach to 
data collection. Within healthcare and nursing the use of case study 
methodology is gaining increasing credibility (Thompson 2004); in particular it 
provides nurses with a form of inquiry that is holistic and one that is akin to 
the concepts underpinning nursing that includes person, environment, health 
and nursing (McGloin 2008). Also, one of the aims of the study was to 
contribute to practice development; Corcoran et al (2004) suggested that one 
of the purposes of case studies is to provide a critical analysis that may 
contribute to the transformation of practice in others.  
The use of case studies as a research design is not unproblematic. Within 
the liWHUDWXUHWKHUHDUHFULWLFLVPVDLPHGDWZKHWKHULWLVµPHWKRGRORJ\¶
µPHWKRGV¶RIGDWDFROOHFWLRQRUWKHRXWFRPH of a process of study (Stake 
1995;Yin 2009). There is agreement however that the methods of data 
collection can incorporate quantitative or qualitative methods, or a 
combination of both, to collect multiple sources of data; this enables a more 
complete picture of the topic of interest to be formed. There are a number of 
definitions underpinning the design, although there are considered to be two 
major approaches to case study research.  
Yin (2012, p4) defines case study research as, 
µ$QHPSLULFDOLQTXLU\WKDWLQYHVWLJDWHVDFRQWHPSRUDU\
phenomenon within its real-life context, when the boundaries 
between phenomenon and context are not clearly evident and in 
ZKLFKPXOWLSOHVRXUFHVRIHYLGHQFHDUHXVHG¶  
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Whereas Stake (1995, pxi) defines case study as, 
µ7KHVWXG\RIWKHSDUWLFXODULW\DQGFRPSOH[LW\RIDVLQJOHFDVH
coming to understand its activity within important 
FLUFXPVWDQFHV¶ 
In spite of the many definitions the main feature of the case study appears to 
be an intensive analysis of a specific and contemporary phenomenon of 
interest within a real life setting; where an attempt is made to explore and 
understand the features which are important in determining the dynamics of 
the phenomenon (Appleton 2002). This is particularly so when little is known 
about an issue, as is the case regarding the personal experience of frailty in 
old age. The literature review highlighted the diversity of experience of older 
people, as well as how interpretations of frailty may influence the 
organisation of health and social care DQGWKXVWKHSHUVRQ¶VH[SHULHQFH
Therefore, using a case study design enabled me to organise and collect in-
depth and varied data abouWGHWDLOHGDVSHFWVRIDQLQGLYLGXDO¶VH[SHULHQFHRI
frailty and their meaning pertaining to this, as well as examining all variables 
that might have an impact on the experience of frailty in older age (Burns and 
Groves 2009). It also took into account the history and social context of the 
case (Platt 2007). This was in keeping with the ethnographic approach 
(Hammersley and Atkinson 2007). It also facilitated a holistic explanation of 
the factors that contribute to the experience of frailty in older age which may 
offer suggestions for practice development (Vallis and Tierney 2000; Hewitt-
Taylor 2002).  
3.4.1 Case Study Approach 
I adopted the case study design proposed by Stake (1995) as it appeared to 
be influenced by an epistemology that closely mirrors that underpinning this 
study; the understanding that knowledge is constructed rather than 
discovered, as well as the impact of unique contexts and their influence in 
shaping individual cases (Hammersley and Atkinson 2007). Woods (1997 
cited in Appleton 2002) demonstrated the importance of considering the 
UHVHDUFKHU¶VRZQSKLORVRSKLFDOYLHZSRLQWZKHQFRQVLGHULQJWKHSDUWLFXODU
DSSURDFKWRFDVHVWXG\,QFRQWUDVW<LQ¶V2009) case design appears to have 
emerged from a positivist view point, focusing on the development of a 
scientific framework, including hypothesis development, using criteria such 
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as reliability and validity to evaluate the quality of a case and explanation of 
causal relationships.  
3.4.2 Constituting the case 
In the literature articulating what LVµWKHFDVH¶KDVEHHQLGHQWLILHGDV
problematic, particularly when there is little guidance or clarity as to what can 
constitute a case. In fact it has been suggested that it may be impossible to 
identify all aspects of the case at the beginning of a study and that this is 
likely to unfold as the study progresses (Appleton 2002). However, it has 
been acknowledged that a focused definition of the case will inform the 
methods of data collection as well as guiding the outcomes of the study 
(Stake 2005); therefore it was important that I gave detailed thought as to 
what a case would µORRNOLNH¶ERWKWKHSKHQRPena of interest and the 
context. 
I was attempting to develop an understanding of how a person experiences 
frailty in older age therefore a case would certainly comprise an older adult. 
+RZHYHUQRWDOOROGHUSHRSOHDUHµODEHOOHG¶DVIUDLOWKHrefore characteristics 
that made it more likely for this to occur also constituted the case, such as, 
number of health problems, in receipt of care services. Clearly depicting the 
µERXQGDULHV¶RIWKHFDVHLQWKLVZD\ ensured, to some extent, that I kept the 
experience of frailty in focus (Stake 1995). I was also interested in how 
relationships with nursing staff and significant others influenced an older 
SHUVRQ¶VH[SHUience of frailty and therefore a case would also comprise 
nurses as well as significant others.  
Clarifying the context that constitutes the case was equally important. 
Locating the older person who is labelled as frail within context enabled an 
exploration of the many factors that may influence their experience of frailty 
(Denzin, Norman and Lincoln 2007). The main context in this case involved 
WKHSHUVRQ¶VRZQKRPHKRZHYHUFRQWH[WVDWWKHSHULSKHU\RIWKHFDVHwere 
considered, such as, the hospital setting and intermediate care facilities 
(Cresswell 2012). Apart from the physical context which situates the case, it 
was important to describe the wider context within which the case was 
located. In my study the contextual factors included, health and social policy, 
community nursing policy/protocols and guidance, voluntary and statutory 
organisations and services, professional practice issues, attitudes towards 
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older people. In recognising these contextual factors I was able to describe 
the boundaries, here I mean the blurred edges (Appleton 2000), between the 
experience of frailty and wider influencing factors.  
3.4.3 Type of case study 
There is often an expectation for case studies to be categorised according to 
their function. However, it is recognised that this may not always be possible 
and it may limit the process of analysis of the case (Stake 1995). Stake 
(1995) described three types of case study design: intrinsic, instrumental and 
collective. TKHµLQWULQVLF¶FDVHVWXG\IRFXVHVRQVHHNLQJFODULW\DQG
understanding of a particular case; it is the unique case which is of interest. 
:LWKLQWKHµLQVWUXPHQWDO¶FDVHVWXG\WKHFDVHLVQRWWKHSULPDU\IRFXVLWLV
used to explore and comprehend an issue. In this study I adopted elements 
of intrinsic and instrumental case design. I intended to examine how an older 
person experienced frailty, as well as developing insights into the concept of 
frailty. I also undertook a collective case study, as I was exploring a number 
of cases to explore the experience of frailty in older age (Stake 1995). This 
enabled me to capture the many factors that may influence DQROGHUSHUVRQ¶V
experience of frailty, such as, gender, range of health problems, service 
provision, and family support. A longitudinal case study was chosen as it 
enabled an exploration of frailty in the context of an individual's ageing 
process (Jamieson and Victor 2000).   
3.5 Selecting the field setting 
Selecting an appropriate setting that enabled the investigation of the 
research questions was the first step in the process of data collection 
(Hammersley and Atkinson 2007). A multi-stage sampling frame was used to 
define and select the study population (Bower, House and Owens 2011). The 
target population comprised older people with complex health problems living 
at home receiving care from health and social care workers. First, I identified 
the organisations that provided health and social care to older people in their 
own homes, followed by consideration of the categories of nursing staff who 
worked within them.  This involved a review of potential research sites to 
identify their suitability to take part in the study as well as the likelihood of 
gaining access (Hammersley and Atkinson 2007). The choice of setting was 
also influenced by pragmatic considerations such as the ability to make 
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contact with relevant personnel and the scale of travel time and costs 
incurred within the setting. At this point there was uncertainty in determining 
which type of nursing staff would be included in the study until the nature of 
the organisation was clarified. However as Ritchie, Lewis and Elam (2009) 
suggested careful consideration was given to identify those organisations 
and categories of staff that would be most likely to answer the research aim 
and objectives.  
I made the decision to negotiate access to the local community matron 
service. This service was chosen as these nurses provide one of the main 
services to older adults with complex problems at home (DOH 2005c). The 
community matron role was first introduced in 2004 as part of the 
*RYHUQPHQW¶VVWUDWHJ\WRLPSURYHWKHPDQDJHPHQWRIFDUHIRUSHRSOHZLWK
Long Term Conditions (LTC). The NHS Improvement Plan (DOH 2004b) 
outlined the complex problems that people with LTCs face, especially those 
who are older. These included a range of disabling symptoms, decreased 
quality of life, and functional dependence alongside loss of family and work 
roles. For many people, living with the complexities of a LTC means 
numerous unplanned admissions to secondary care services, such as 
hospitals and intermediate care. Within the context of the NHS and Social 
Care Long Term Conditions Model (DOH 2004b) case management was 
proposed as an effective delivery system to manage the complex health and 
social care problems associated with LTCs. Community matrons were 
introduced to apply this case management approach with the main remit of 
improving care for people, as well as reducing the use of emergency bed 
days. 
This particular community matron service, established in 2005, was situated 
within a Primary Care Trust (PCT) in a post-industrial city in the North of 
England. This northern city has a population of 555,500; at the time of the 
study there were approximately 40,122 people aged over 75. Of these 7,206 
were aged between 85 and 89 years and 3,433 were aged over 90 (Sheffield 
City Council (SCC) 2014). There were more men than women across all the 
age groups. Eighty two percent of the residents were White British, living 
across 28 wards. Residents from Black and Ethnic Minority (BME) groups 
comprised 18% of the total population, with the majority living in the central 
wards of the city and many of whom were under the age of 50 and likely to 
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be students (SCC 2014). Eight community matrons were employed to 
provide services to people with LTCs across the locality. Each community 
matron was located within a geographical region of the PCT and linked to a 
cluster of general practices. The community matrons were managed by team 
leaders who were responsible for leading a team of community nurses within 
that geographical region. 
I was aware that by focusing on cases in a particular setting this made it 
inherently difficult to transfer the findings of this study to a wider population 
(McGloin 2008; Simons 2009). Due to pragmatic reasons I only focused on 
one setting. I acknowledged the uniqueness of the case setting in this study, 
as described in the previous paragraph, and recognised that the findings may 
not reflect the experience of frail older people located in different cultural and 
demographic contexts, including place; making it difficult to transfer the 
findings of this study to a broader population. However, it is anticipated that 
these findings will contribute to the development of theoretical knowledge 
and it is this knowledge that can be used by broader research and practice 
communities (Sangster-Gormley 2014). 
3.5.1 Access to and preparation of the field setting 
Negotiating access to the setting is essential; in particular Hammersley and 
Atkinson (2007) noted the importance of seeking permission from the 
appropriate member of an organisation to authorise access. Initially, I 
arranged a formal meeting with the manager of the community matron 
service to discuss the purpose of my research, and to ascertain whether the 
community matron team would be interested in participating in the study. 
During this meeting I realised that we had met before when she had been 
involved in a research project at a local research centre where I had 
previously worked. She was supportive of the study and provided consent to 
access the service; she also acted as gatekeeper to the management team.  
Subsequently, I was invited to a meeting with key members of the line 
management team, where agreement in principle was given to support the 
study. It became clear during this meeting that the manager of the community 
matron service had already communicated her support of me undertaking the 
study to her team. This highlighted the value of relationships with 
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gatekeepers particularly where gatekeepers have close ties to a group 
(Sharkey et al 2010); in particular the more trust the group places in the 
gatekeeper, the more trust it extends to the researcher. It was clearly 
valuable that the manager of the community matron service was overtly 
supportive of my study. Moreover, the time that I spent preparing for these 
initial meetings had been crucial in order to facilitate the process of gaining 
access to potential participants (Bryman 2012). 
Following the meeting with the line managers I was given permission to 
approach the community matrons at their next team meeting, in June 2008. 
Twelve community matrons were in post at that time; eight were present at 
the meeting. Prior to this team meeting I circulated a study information sheet 
via email to all community matrons (Appendix 1). During the meeting I 
delivered a Power Point presentation (Appendix 2) summarising the nature of 
the study and outlined what their involvement would be should they wish to 
take part in the study. It was kept brief and written avoiding the use of 
µUHVHDUFKMDUJRQ¶Ross 2012). Providing information in this way to the 
community matron team was important so that the main elements of the 
study were communicated, for example, access to participants, methods of 
data collection, process of informed consent; this was fundamental to the 
process of gaining co-operation of the team (Denscombe 2010; Hammersley 
and Atkinson 2007). Following the presentation a discussion took place 
where the community matrons were able to ask questions and clarify issues. 
Denscombe (2010KLJKOLJKWHGWKHLPSRUWDQFHRIDOORZLQJµNH\¶SHUVRQQHOthe 
opportunity to explore the impact of a study on themselves and others, in this 
instance older people on their case-load, in order to maximise access to the 
research field. The discussion was also useful in the following ways:- 
1. The community matrons had the opportunity to discuss the study and ask 
further questions. Overall, this led to a clearer understanding of the study 
aims and how the findings would be used to enhance the care of older 
people, with complex problems, living at home. 
 
2. The opportunity to raise concerns relating to the research process was 
provided. One concern raised by a community matron related to the 
additional burden that an older person could face, as an excerpt from the 
field notes illustrate: 
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Question noted: Many of the older people on our case loads have multiple 
KHDOWKSUREOHPVDQGDUHYXOQHUDEOHKRZZLOO\RXPDNHVXUHWKDW\RXGRQ¶W
over burden them?  
In response to this I clarified that the process of consent and participation 
was on going, therefore should an older person find the experience 
burdensome over time they would be free to withdraw from the study, 
without pressure to continue. The older people would be given verbal and 
written information that outlined this. Here I demonstrated that I was 
guided by the principle of non-maleficence ± avoiding the causation of 
harm (Beauchamps and Childress 2013). I also clarified that the study 
had been awarded LREC/LRGC approval (Appendix 3) and that adopting 
criteria relating to the recruitment of vulnerable older people would 
safeguard against this. In particular, there would be no coercion to take 
part.  
Another community matron asked a question that related to the 
observation of their practice: 
Question noted: In the information sheet it mentions that you will be 
observing our practice but not making judgements, how would this work?  
I explained that I would be observing the clinical care that they gave to 
their patients, as well as non-verbal communication; this would be 
documented in field notes that I would write at the time of the observation. 
I reinforced that the purpose of the observation was not to be critical of 
their role, but to observe how they carried out their work with older 
people. However, I made it clear that a requirement of LREC approval 
ZDVWRUHSRUWHSLVRGHVRIµSRRUSUDFWLFH¶,IRXQGWKLVDGLIILFXOWGLVFORVXUH
to make as I was aware that this information was potentially threatening to 
the community matrons. In particular I was mindful that the threat of 
sanction in relation to their nursing practice could influence whether or not 
they agreed to take part (Sheldon and Sargeant 2007); this would have a 
huge impact on recruitment. However, to my surprise the community 
matrons were not overly concerned about this; there was a general 
consensus that working within the context of the Nursing and Midwifery 
Code of Conduct (Nursing and Midwifery Council (NMC) 2008) would 
safeguard against this. This led to a useful discussion regarding what 
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FRQVWLWXWHGµSRRUSUDFWLFH¶Moreover, it enabled me to highlight the 
tensions that I may encounter in my dual role as researcher and nurse, 
ones that I took seriously, and how such situations may be handled. On 
reflection, I considered that this useful dialogue provided a foundation for 
future discussions with the community matrons regarding care issues 
should they arise. On this basis I did not consider it appropriate to use a 
IRUPDOSURWRFRORXWOLQLQJµSRRUSUDFWLFH¶DVDGYRFDWHGE\RWKHUQXUVH
researchers (Casey 2007; Houghton et al 2010). In my opinion taking 
such an approach implies that nurses cannot undertake research 
because they can only agree to confidentiality if they observe flawless 
care. 
3. A number of community matrons asked what benefit the study would have 
for them. The following question was noted in field notes:  
Do you think that taking part in this study will be useful for us? 
This enabled the community matrons to discuss the possible benefits of 
the study to the development of their role. First, they were engaged in a 
formal evaluation of their role and therefore there was an agreement that 
elements of the study could be used to inform this evaluation. The 
community matrons were keen to have their role revealed to a wider 
audience. However, I was mindful that although this may have its 
advantages in the context of their current evaluation I could not guarantee 
that the findings would always support aspects of their role. At this point I 
found this difficult to raise as I did not want to jeopardise access to the 
setting (Hammersley and Atkinson 2007).  
Second, participating in research was a key element of their specialist 
role and therefore participation would contribute to their professional 
development (NMC 2008). However, although participation in the study 
was clearly seen as an advantage to role development in this meeting, 
the possibility that findings could challenge the role of the community 
matron was not raised. Moreover, at this point I had not considered that 
potential findings could highlight aspects of their role that were not 
working and this would become a challenge later in the study.  
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4. It provided me with the opportunity to communicate my credentials as a 
researcher and nurse. Moreover, I was able to reassure the team that I 
had the relevant knowledge, skills and attitudes required to undertake 
such a study. This was crucial to developing a relationship with the 
community matrons; two agreed to take part immediately as a result of 
the meeting. This resulted in them signing-up for the study at a later date. 
3.6 Gaining access to the research participants  
After obtaining approval in principle from the community matrons to 
participate in the study I had to consider how to access them and the older 
people on their caseload (Hammersley and Atkinson 2007). Once a 
community matron expressed an interest in the study I contacted them by 
telephone to arrange an appointment at a time and place convenient to them; 
this was normally at the health centre where they were based. This initial 
contact enabled me to give further details of how the recruitment process 
would work, for the older person and themselves; I also arranged to spend a 
day visiting patients with them. The visits were very useful and enabled me to 
become familiar with the types of patients that they visited and the nature of 
the work within and surrounding the patient contact, within that locality 
(Hammersley and Atkinson 2007).  
Showing interest in their work also enabled me to further develop my 
relationship with them. I was able to demonstrate empathy in relation to 
engaging with older people who were potentially vulnerable and on reflection 
this helped to put the community matrons at ease when I was present during 
patient visits. This also enhanced access to potential participants (Murphy 
2005; McGarry 2007). The community matrons that I accompanied were 
keen to identify older people to take part in the study. In total I approached 
seven community matrons who had expressed an initial interest in the study; 
of these four took part in the study over the two and a half years of field work. 
The other three were not included for the following reasons: one had returned 
from maternity leave and had not built up her caseload of patients; one was 
new in post and therefore was developing her knowledge and skills in the 
role; one never returned my phone call.  
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3.6.1 Identification of research participants: sampling strategy 
The sampling strategy used to seleFWDµFDVH¶ZDVLQIRUPHGE\WKHDLPDQG
objectives of the study and current gaps in the knowledge base pertaining to 
frailty (Stake 1995). This study aimed to explore how older people with 
complex problems experienced and made sense of frailty in their daily lives. 
Also, a key objective was to explore how interactions with health and social 
care staff influenced the experience of frailty. I adopted a purposive approach 
to sampling in order to choose participants who were likely to contribute to 
my understanding of frailty in later life. Within each case this was considered 
an appropriate method as it would enable the selection of participants who 
could provide rich information relevant to the research question (Hansen 
2006; Bryman 2012).  
The following inclusion criteria were used to guide recruitment of the 
purposive sample of older people (Box 1).   
Box 1: Criteria used to recruit older participants 
Inclusion criteria: 
x Aged 75 and over 
x Living at home 
x Two or more health related problems 
x Receiving a community matron service 
x Perceived as frail 
x English speaking 
x In receipt of or eligible for care services 
Within the sampling frame it was important that the inclusion criteria 
prioritised the most appropriate characteristics pertaining to frailty, including 
diversity where relevant (Ritchie, Lewis and Elam 2009). It was necessary to 
recruit older people who would have appropriate experiences that would 
illuminate and inform my understanding of frailty. The aforementioned criteria 
were developed and applied for the following reasons: 
1. Chronological Age: Chronological age is considered to be the basis of 
powerful expectations and assumptions in relation to older age. Although I 
recognised that age in itself does not equate with frailty (Bytheway 2011) I 
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was interested in how perceptions of frailty were linked to older age; 
hence the lower age limit of 75. 
2. Living at home: Of those aged 65 and above 95% live in their own home, 
alone or with others. Policy drivers have focused on the importance of 
keeping frail older adults in their own home where possible (CSCI 2006b). 
3. Health related problems: The study focused on older adults with more 
than one health related problem, such as, breathlessness, pain, nausea 
and vomiting, constipation, anorexia, weakness, fatigue, depression. A 
number of studies have highlighted that a greater number of health 
SUREOHPVLQFUHDVHVWKHFRPSOH[LW\RIWKHROGHUSHUVRQ¶VH[SHULHQFHDQG
VLWXDWLRQDQGWKHLUFODVVLILFDWLRQDVµIUDLO¶%DUQHVDQG%HQQHW.DW]
et al 2011).  
4. Receipt of or in need of health and care services: The rationale for 
choosing older people on the community matron case load was based on 
DOH health policy (2004), as these services reflected key provision for 
older adults with complex problems. The rationale for choosing older 
people in receipt of social care services was based on studies that have 
recruited frail older people in receipt of home care services (Patmore 
2001; Katz et al 2011); where older people, aged over 75 years, with 
complex needs, were successfully identified. After a discussion with the 
community matrons, older people who were not in receipt of care services 
were still considered for inclusion. This is because some older people 
would refuse services that they were assessed to be eligible for. This 
could potentially offer an alternative view point on the experience of 
ageing and frailty.  
5. English speaking: A decision was made to only include patients who 
were able to understand English. Although the experience of frailty of 
non-English speaking older adults clearly warrants attention, there was 
good evidence that this would require a study in its own right (Moreno-
John et al 2004).  
6. Cognitive impairment: The study excluded those older adults with 
moderate to severe cognitive impairment. Matthews and Grant (2004) 
VXJJHVWHGWKDWSHRSOHZLWKRXWµDYRLFH¶KDYHDVPXFKULJKWDVDQ\RQH
else to be involved in research. Similarly, it is acknowledged that older 
adults who lack decision making capacity should not be excluded from 
properly conducted research, as stated in the Mental Capacity Act 
66 
 
(Department for Constitutional Affairs (DCA) 2005). In fact, researchers 
should demonstrate that potential participants do not have the capacity to 
consent to involvement in a research study. However, this piece of 
research was being carried out as part of an educational qualification; 
therefore the time scale imposed on the study made it difficult to include 
those who lacked the ability to demonstrate understanding and provide 
informed consent. Also, it was very likely that there would be older adults 
who were able to provide informed consent to participate within the study 
(DCA 2005). Therefore, after discussion with my research supervisors a 
pragmatic decision was made to exclude those participants with moderate 
to severe cognitive impairment.  
7. Considered frail: The literature review has highlighted that there is no 
common understanding relating to frailty, therefore, as well as meeting 
the other criteria, the community matrons were asked to consider whether 
thHROGHUDGXOWWKDWWKH\ZHUHZRUNLQJZLWKZDVµIUDLO¶,QSDUWLFXODUZRUGV
used to describe frailty in the literature were put forward with links made 
to older adults within the service, such as, vulnerable; fragile; dependent; 
at risk (Browne and Markle-Reid 2003).    
In keeping with the principles of ethnography opportunistic sampling also 
informed the strategy (Ritchie, Lewis and Elam 2009), described by 
+DPPHUVOH\DQG$WNLQVRQSDVµVDPSOLQJwithin FDVHV¶. This 
sampling strategy developed during the field work when I realised that I had 
not considered at the outset that other people would influence the experience 
of frailty within each case. Therefore, opportunistic sampling was important in 
identifying those potential participants involved in the daily lives of the older 
people, who would contribute to my understanding of frailty, for example, 
care workers, volunteers, hairdressers.   
3.6.2   Recruitment of the sample 
The process of recruitment was complex (see Figure 1). Once I had made 
contact with a community matron, I asked them to apply the above criteria 
and consider if they had patients on their caseload that would be suitable for 
participation within the study.  
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3.6.2.1 Initial approach to older participants 
Once an older person had been identified in line with the recruitment criteria 
the community matron gave them some verbal information about myself and 
the study during a planned care visit. The older person was also asked 
whether I could attend the next clinical visit to give them further details of the 
study. Twelve older people were asked by the community matrons if I could 
visit them and they all agreed. By using the community matrons in this way, 
to distribute information regarding my study and gain verbal consent to 
possibly opt-in, I attempted to minimise the risk of coercion by removing 
myself from the consent process until the older participant was willing to meet 
me (Houghton et al 2010). 
The community matrons contacted me by telephone once an older person 
had given verbal agreement to my visit. After gaining this verbal consent I 
accompanied the community matron during the next appropriate care visit. 
During this visit I introduced myself as a researcher and gave a short, jargon 
free outline of the study including what participation would mean for the older 
person (Ross 2012). This outline included a brief description of the focus of 
the study, the number of observation visits and interviews, the use of audio-
equipment, involvement of significant others as well as the right to refuse to 
take part or withdraw from the study at any time. I acknowledged that it was 
not possible to provide information about everything that would take place. 
Hammersley and Atkinson (2007) highlighted that the ethnographer may not 
always know what the study completely entails or what all the consequences 
are likely to be. At this point I left an information sheet with the older person 
(see Appendix 4) and asked them to discuss it with family and friends where 
appropriate (Harris and Dyson 2001). I wondered whether the older people 
would discuss the study and share the information sheet with others, and in 
five cases this occurred. When required the information sheet was adapted to 
the needs of the individual person, for example, ensuring that the font size 
was large enough for the two older people with sight impairment (Josselson 
2013).  
It was important that potential participants were given time to consider the 
information given and what involvement in the study would mean for them; 
this increased the likelihood that consent was voluntary (Houghton et al 
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2010). For most of the older participants in this study this ranged from one to 
three weeks; four had involved members of their family within this process. 
Once the older person had communicated to the community matron that they 
would like to participate in the study, I accompanied the community matron 
on the next appropriate visit. Again, I was given time at the beginning of the 
consultation to ascertain that the older person had read the information sheet 
and understood what participation in the study involved. I also gave the older 
person the opportunity to ask any questions regarding concerns that they 
may have, as well as clarifying any misunderstandings. It was not always 
clear whether the older person had read the information sheet and therefore I 
had to ensure that I reiterated what involvement in the study would mean for 
them. As Sheldon and Sargeant (2007) highlighted I think that they had 
already dHFLGHG WKDW , WKHUHIRUH WKH VWXG\ZDV µWUXVWZRUWK\¶2Q UHIOHFWLRQ, 
this was because of my own interpersonal skills and also my association with 
the community matrons. There may have been other reasons that motivated 
the older people to participate. For example, older participants one, two and 
nine often mentioned that they were lonely and taking part in the study could 
have alleviated that to a certain extent (Pleschberger et al 2011).   
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Figure 1: Recruitment of Sample - older participant; community matron; 
significant other 
 
 
 
                          Timescale 1-2 weeks 
 
 
                         Timescale 1-2 weeks 
 
                          Timescale 1-2 weeks 
 
 
 
Verbal agreement of OP to participate/not participate given to CM.  
Community matron (CM) given an information sheet. 
Older participant (OP) identified from CM caseload as meeting inclusion 
criteria. Verbal information about study given to OP by CM at next  visit. 
 
Verbal agreement given by older participant to CM for researcher visit. 
Researcher visit: clarified met inclusion criteria. Verbal information given 
regarding study; information sheet handed out and left for consideration. 
Verbal agreement not given. 
Exit from study 
Verbal agreement given. 
At next visit written consent 
form completed with older 
participant by researcher.  
At time of OP consent verbal 
agreement given to approach 
CM and significant other (SO) to 
participate in study. 
Verbal consent 
obtained from CM at 
same time; written 
consent obtained on 
return to office same 
day. 
1
st
 observation 
undertaken at the 
same visit. 
  
Letter of invitation 
(with reply slip) and 
information sheet 
for SO left with 
older person.   
No/negative reply 
slip returned: exit 
from study. 
Positive reply slip 
returned. 
Date/venue for 
interview arranged. 
Consent form 
completed with SO 
by researcher.  
1
st
 interview 
arranged 
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Once it was clear that the older person understood the study, I obtained 
written consent. In total 12 older adults were approached and 10 were 
recruited to the study. One older person decided to not participate after 
reading the information sheet; another person had not fully met the inclusion 
criteria as they were under the age of 75 (see Table 2 detailing the study 
participants). 
Table 2: Participants in the study 
Community 
Matron 
Older 
participant 
Nominated 
significant other 
Significant other 
agreement 
1 1 Yes: neighbour Yes 
 6 No  
 7 Yes: daughter No 
2 2 Yes: son No 
 3 No  
3 4 Yes Yes but withdraw 
DIWHUUHODWLYH¶V
death 
 5 Yes: daughter Yes  
4 8 Yes: daughter Yes 
 9 Yes: nephew No 
 10 Yes: daughter Yes but became ill 
herself so withdrew 
Once an older person had provided written consent (Appendix 5) to take part 
in the study, I asked their permission to approach the community matron 
involved in their care to also take part in the study. After obtaining the older 
SHUVRQ¶Vagreement I asked the community matron for verbal consent to 
commence data collection at that visit; later on the same day, on return to the 
health centre, I obtained written consent from the community matron to take 
part in the study (Appendix 6). Overall, four community matrons participated 
in the study. 
I also asked the older person to nominate a significant other to take part in 
the study should they wish, and asked their permission to approach that 
person. Where possible the older person was asked to give the nominated 
person an information package relating to the study. This included an 
information sheet (Appendix 7), my contact details should they require further 
information about the study, a reply slip indicating whether they would or 
would not like to take part in the study and a pre-paid envelope. Once an 
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affirmative reply slip was received I contacted the nominated person and 
arranged to meet them at a convenient time and place, where written 
informed consent was obtained (Appendix 8). Eight older people nominated a 
relative or neighbour to take part in the study (see Table 2). Four family 
members and one neighbour formally agreed to take part in the study. One 
family member agreed to participate however his mother died and therefore 
he felt unable to contribute; another became ill. One son and nephew would 
not be interviewed formally but were occasionally present at community 
matron visits and agreed verbally to participate in this way. On reflection, it is 
possible that they did not want to be involved in the bureaucracy of form 
filling, highlighting how the formal research process can inhibit participation 
(Seymour et al 2005).  
I was required to continually ascertain whether a participant continued to give 
their consent to remain in the study, acknowledging that the participants were 
free to change their decision at any time (Sheldon and Sargeant 2007). As 
Norman (2010) highlighted the process of gaining informed consent was not 
a one-off process. I continued to gain consent at the beginning of each 
observation and interview. Where possible I also arranged the subsequent 
interview and observation visit date at the end of the previous session, thus 
in some ways giving the participants an extra opportunity to opt-in.  None of 
the participants changed their mind and all continued to take part in the 
study.  
3.6.2.2  Sample size 
The sample size was relatively small in keeping with ethnography 
(Hammersley and Atkinson 2007) and the case study design (Stake 1995). 
The intention was to scrutinise a small number of cases in detail in order to 
understand the context and the complexities underpinning the experience of 
frailty in later life.  Furthermore, the type of information collected would yield 
large amounts of data rich in detail therefore in pragmatic terms it was 
important to keep the sample size small. Also, the sample size was not used 
as the basis for generalization of the findings (Lewis and Ritchie 2009). 
Previous studies adopting a case study design and similar sampling 
strategies have recruited sample sizes ranging from three to twenty (Baxter 
and Jack 2008; Shibusawa and Padgett 2009;  
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Casey and Houghton 2010; Duner and Nordstrom 2010; Smebye, Kirkevold 
and Engedal 2012). In this study I recruited ten older people, constituting ten 
cases. 
3.7 Ethical approval 
In order to undertake research that involves service users and health and 
social care staff within any National Health Service (NHS) setting ethical 
approval must be sought. There is also a requirement to meet the Research 
Governance Framework for Health and Social Care (DOH 2008) in order to 
safe guard participants. Concurrent with the preparation of the research site 
approval was sought from the Local Research Ethics Committee (LREC) and 
the Local Research Governance Consortium (LRGC). It was important to 
manage site preparation, LREC and LRGC simultaneously, for example, the 
manager of the community matron service was required to sign approval in 
principle to take part in the study on the LREC application form.  
I acknowledged that obtaining ethical approval for this ethnographic study 
was potentially problematic. In attempting to recruit frail older people I 
recognised that some potential participants would be vulnerable, raising 
issues around informed consent (Pleschberger et al 2011). Furthermore, I 
was aware that the methodology of ethical review is predicated on an 
anticipation that it is known how the research process will proceed. As 
Simpson (2011) argued it is difficult to completely anticipate all elements of 
the ethnographic research process in advance, for example, obtaining 
consent; who will participate in the study; the length of participation; and 
where the observation will take place. I had to acknowledge these tensions 
on the ethics application forms. I felt that it was important that I attended the 
LREC meeting so that I could answer any questions that issues such as 
these raised, demonstrating my integrity as a researcher. Approval was given 
by the LREC and LRGC following two minor amendments: an addition to the 
information sheet regarding where to access support; removal of the need to 
LQIRUPWKHROGHUSHUVRQ¶VIDPLO\GRFWRUWKDWWKH\ZHUHSDUWLFLSDWLQJLQ the 
study. Access to the clinical setting was approved from the end of February 
2008. 
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3.8 Chapter summary  
This chapter has explored the relationship between the methodology and the 
epistemological stance taken in this study, providing a rationale for the 
chosen ethnographic case study design. Access to the research setting and 
the strategy for recruitment of participants has been detailed. A reflexive 
approach to my engagement with these aspects has been demonstrated. 
The next chapter will describe the methods of data collection and data 
analysis. It will also detail the ethical issues encountered in the field.   
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Chapter 4: Study Field Work  
The previous chapter explored the relationship between the methodology and 
the epistemological stance taken in this study. Access to the field and 
recruitment of participants was also detailed. This chapter presents the 
methods of data collection and the process of data analysis undertaken in the 
field. It is divided into the following sections: participant observation; 
interviews and conversations; documentary review; withdrawal from the field; 
and data analysis. Ethical issues encountered during the period of field work 
are explored. A reflexive approach to being in the field is demonstrated.  
4.1  Ethnographic methods 
In the context of ethnography there are three main approaches to the 
collection of data in order to illuminate the focus of the enquiry. These are: 
observation of people in their natural surroundings; pursuing lines of enquiry 
through informal and formal conversations; and review of documentation and 
artefacts (Hardin and Clarke 2012). Figure 2 illustrates the schedule for data 
collection, per case, during the study period. 
4.2 Participant observation 
Within this study a key element of data collection involved the observation of 
older people in their own homes for a sustained period of time (Hammersley 
and Atkinson 2007). Principally, I observed face-to-face contacts, and the 
µLQWHUDFWLRQV¶VXUURXQGLQJWKHVHEHWZHHQROGHUSDUWLFLSDQWV and the 
community matrons, as well as significant others. Participant observation is 
considered to be a central tenet of ethnographic data collection methods. 
Through it, the researcher learns about cultural rules and expectations from 
the perspective of an insider (Brewer 2000; Atkinson 2001). Therefore, 
through participant observation I studied the actions and accounts of an older 
person, community matrons and significant others, in their everyday context. 
A closer view of the routines and practices of older people and their 
interactions with community matrons, and significant others, facilitated my 
exploration of factors that contribute to an understanding of the experience of 
frailty in later life.  
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Figure 2: Flow Chart to illustrate the methods of data collection in the 
field work per case 
  
76 
 
I observed up to six care encounters with each older participant and their 
community matron, at monthly intervals, over a period of time ranging from 
four to ten months. I considered these to be appropriate time-frames to 
enable a focus on how the older participants experienced their daily lives 
over the course of time (Polit and Tatano Beck 2010). This facilitated making  
links between earlier and later time points and context (Jamieson and Victor 
2002). It also allowed me sufficient time tRYLHZWKHµLQWHUDFWLRQ¶DVSDUWRID
changing and on-going association between people, not as a one off 
occurrence isolated from previous and future encounters. I continued my 
observations when undertaking interviews with the older participants, 
following the earlier care visit by the community matron. 
For some older participants the timing between the observations was longer 
than a month; this was for a number of reasons. Some were transferred in 
and out of other care services, including across care boundaries. On a 
number of occasions the community matrons did not make me aware of a 
planned visit, which I found frustrating; however, I had to accept that my 
study was not a priority for them. At times, the older participant was not well 
enough to take part or I was ill and could not attend the field. There were 
occasions where observations were planned to capture a particular event, 
such as a case conference as I felt that these gave an insight into the overall 
experience of the older person (Holloway and Wheeler 2010).  
4.2.1 Structure of the observations 
It was important that I considered what to observe and when to observe it.  
Hammersley and Atkinson (2007) revealed the importance of a structured 
DSSURDFKZKHQFDSWXULQJWKHGHWDLORIWKHµQDWXUDOZRUOG¶Xnder scrutiny. First, 
,HQJDJHGLQµGHVFULSWLYH¶REVHUYDWLRQZKHUH,REVHUYHGHYHU\WKLQJDVVXPLQJ
that I knew nothing about what was going on or taking nothing for granted 
(Silverman 2011). This comprised the context within which the interactions 
took place, for example, the time of day that the care visit occurred. It also 
included the specific focus of the care visit, such as, annual long term 
condition checks, administering the flu jab and emergency call outs. I 
observed the physical lay-out of the home in order to get a sense of how the  
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space was managed. I listened to the interaction between, and observed the 
behaviours of the older participants, the community matrons and others 
present in the home (Polit and Tatano Beck 2010).  
With increased exposure Hammersley and Atkinson (2007) suggested that 
the ethnographer should engage in more focused observation in which 
certain aspects defined as irrelevant are ignored. However, over the period of 
data collection per case I did not focus my observations in this way as I did 
not find it possible to define aspects as irrelevant. However, I did occasionally 
engage in selective observation (Hammersley  and Atkinson 2007), for 
example, on occasion the community matrons would have a discussion with 
a care worker in a different room from the older participant. I attended these 
discussions as they illuminated how the community matron and care worker 
communicated issues relating to the older participant.  
I was aware that by undertaking observations LQDQROGHUSDUWLFLSDQW¶VKRPHI 
was accessing a private space. Therefore, I also needed to consider what 
spaces I could observe, for example, what was a public space and what was 
private. In the first instance I accessed the living space that a community 
matron was given permission to enter and this was the main area within 
which my observations occurred (Ceci and Purkis 2009). I made the decision 
that I would only enter the living spaces that I was given permission to do so 
throughout the period of study and I always checked that this was acceptable 
in any given situation. This took into account the possibility that an older 
SDUWLFLSDQW¶VVLWXDWion could change. In some instances I was given 
SHUPLVVLRQWRHQWHUDQROGHUSDUWLFLSDQW¶VNLWFKHQDQGEHGURRPHVSHFLDOO\
when they asked me to retrieve something for them. 
4.2.2 My role of observer 
It was important to consider my role of observer in the field as this would 
clearly influence the range and character of the data to be collected 
(Hammersley and Atkinson 2007). The role of the ethnographic observer has 
been considered along a continuum from complete participation to complete 
observation (Gold 1958; Junker 1960). In the former, WKHUHVHDUFKHU¶V
SUHVHQFHLVFRQFHDOHGGXULQJLPPHUVLRQLQWKHILHOGDVDµPHPEHU¶ZKHUHDV
in the latter the researcher has no contact with those being observed. In this 
study I considered the impact that the differing roles would have on my ability 
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to collect data and develop relationships within the field. Hammersley and 
Atkinson (2007) acknowledged that both perspectives share similar 
advantages and disadvantages. From a positive perspective both minimise 
the response of individuals to the researcher. However, conversely both limit 
the nature of what can be observed and in some instances it may be difficult 
to question participants which could limit opportunities for data collection. 
I initially adopted a mid-point position, that of observer-as-participant (Gold 
1958). I consciously adopted a situational identity that enabled me to engage 
in day-to-GD\VRFLDOLQWHUDFWLRQZLWKRXWEHFRPLQJLQYROYHGDVDµPHPEHU¶RI
the field. Thus, observer-as-participant was an acceptable compromise 
allowing me to interact casually and non-directively with participants. Also, 
adopting this role would not inhibit lines of enquiry as I did not have to adopt 
the remit of a specific hidden role (Hammersley and Atkinson 2007). 
Furthermore, it provided me with the opportunity to understand the 
perspective of the participants whilst at the same time maintaining the focus 
of the research. I considered it problematic to assume the role of participant-
as-observer as there were few membership roles that I could take up in the 
field. The most obvious would be that of a care worker; however I felt that this  
could create tensions between my professional responsibilities as a 
Registered Nurse and those of a care worker. Furthermore, it would require 
an honorary clinical contract and a pragmatic decision around the study time 
scales further influenced the rejection of this approach.  
During the first visit to all participants my role as observer-as-participant was 
made explicit and I was introduced as a colleague who was undertaking 
research. In acknowledging that my primary role as a researcher was to 
observe older people in their own homes I was able to minimise the risk of 
deception (Hammersley and Atkinson 2007). I sat quietly in a corner of the 
room, observing and recording in field notes the interactions and activities 
WKDWWRRNSODFH$WWKLVSRLQW,ZDVQRWLQYROYHGLQDQ\µZRUN¶DQGZDVD
participant because I was present in the setting.  
4.2.3 Recording the observational data 
When conducting participant observation it was important to consider how to 
write and record the details of the observations in the form of field notes 
(Hammersley and Atkinson 2007; Hardin and Clarke 2012). I was aware that 
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I needed to be unobtrusive so that I did not disrupt the interaction and 
behaviour under scrutiny (Ritchie 2009). It was also important that I created a 
rhythm to writing the field notes, taking into account the potential gap that 
could occur between the observation and the writing up of the field notes so 
that I could maximise my memory recall (Silverman 2011). To reduce the risk 
of forgetting information I made the decision to record verbal interaction 
during each care visit on a mini-disc recorder, therefore the field notes 
focused specifically on what I observed and not the verbal interaction (Casey 
2007; Atkinson and Coffee 2011). The mini-disc recorder was placed near 
the older participant and the community matron, but in a position that was not 
considered to be obtrusive, such as a small table or chair arm.  
I recognised that in recording the verbal interaction I could give this a higher 
status than the detail of the observations written in my field notes. Prior 
(2011) acknowledged that using technology to record has the potential to 
privilege what is captured through recording at the expense of the lived 
experience as the ethnographer has personally known it. However, I was 
able to concentrate on what was happening around the verbal interaction and 
write field notes of my observations.  
There were periods when I experienced tensions in writing my field notes. On 
occasions it became difficult to concentrate on what was happening and 
simultaneously write notes therefore, at times I had to forfeit detail (Huxham 
and Vangen 2003). Although I endeavoured to write detailed notes, in such 
instances I recorded key words to enable concentration. For example, at 
times the community matron and the older participant moved into another 
room so that the older participant could be weighed; the scales needed to be 
on a solid surface. On these occasions I followed them through into the room 
with the mini-disc recorder, although it was difficult to record notes at this 
time. To maximize memory recall I paid particular attention to these situations 
when I wrote up my formal notes shortly after each visit, mostly on the same 
day (Eberle and Maeder 2011).  
I also kept a fieldwork journal throughout the study, which complimented the 
field notes. In this I captured my impressions during an observation as well 
as links that I made within and across cases. This occurred as soon as 
possible after each visit, mostly in the same day; although some entries were 
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made within the week. The following extract from my journal regarding older 
participant two demonstrates how I made a comment regarding his loneliness 
and I was able to link this to other cases: 
 Memo to self: OP2 seems lonely, so do OP1 and OP3. 
 What does literature say? Look for this theme through other 
 cases. 
In my fieldwork journal I also kept notes about strategic methodological 
decisions as well as recording my thoughts and feelings about the activities 
that I observed and the people that I was involved with. In particular, it was 
an invaluable resource for examining my own emotional responses to 
situations, thus demonstrating reflexivity. Nicholson (2009) argued that in 
order to fully understand the experience of frailty it is necessary to explore 
WKHUHVHDUFKHU¶VHPRtional experiences to situations and my fieldwork journal 
facilitated this. I also acknowledged that in working with older people in later 
life I was vulnerable to emotions that could blur my perceptions and 
interpretations of events (Valentine 2007; Woodthorpe 2009). Thus, by 
keeping the journal I was able to monitor the cumulative effects of continued 
emotional engagement and challenges in the field (Rolls and Relf 2006).  
4.3 Accessing participant accounts 
$FFHVVLQJSDUWLFLSDQWV¶RUDODFFRXQWVLVFRQVLGHred important as it enables 
the ethnographer to gain an insight into the subjective experience pertaining 
to particular phenomena, as well as checking inferences made from 
REVHUYDWLRQVLQWKHILHOG%UHZHU)XUWKHUPRUHSDUWLFLSDQWV¶RUDO
accounts provide insights into the context within which they were produced, 
illuminating the larger subculture and cultures that influence the experience 
of frailty (Hammersley and Atkinson 2007). Therefore, as well as watching 
and listening to what happened in the field it was important that I sought the 
SDUWLFLSDQWV¶YLHZVUHJDUGLQJWKHVLWXDWLRQ7KLVZDVGLIILFXOWGXULQJWKHcare 
visit with the community matron therefore I decided to undertake a series of 
in-depth interviews with all the participants: older person, community matron 
and significant others. The use of interviews was justified for two main 
reasons. First, they would clarify issues that arose from the observations 
from the perspective of the participants as well as eliciting general 
understandings pertaining to the concept of frailty. Second, the data from the 
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interviews could be used to illuminate aspects within the observation (Millner 
and Glassner 2011). 
I acknowledged that the knowledge regarding frailty inferred from the 
interviews would be generated by the interaction between myself and the 
participants, thus demonstrating resonance with the epistemological 
approach to the study (Millner and Glassner 2011).  I did not subscribe to the 
YLHZWKDWNQRZOHGJHLVDµJLYHQ¶LQWKHVHQVHWKDW,ZDVZDLting to uncover the 
participants¶ experience through questioning alone. Thus, in my role as 
researcher I recognised that I would play an active part in the development of 
data and meaning alongside the participants. 
4.3.1 Interviews with older participants 
Where possible following each observation visit I conducted face to face 
qualitative interviews with the older participant. I considered the interviews to 
be a form of conversation (Lofland et al 2004). By engaging in such 
conversations the fundamental process through which knowledge about the 
social world is constructed in normal interaction was reproduced (Rorty 1980, 
cited in Ritchie and Lewis 2009). However, within this study the interviews 
would differ from a normal conversation and would become a conversation 
with a purpose as I endeavoured to explore the concept of frailty in later life 
(Legard, Keegan, Ward 2009). Therefore, I introduced an element of 
structure to the interviews in order to ensure a focus on issues relating to 
frailty and the older participant's experience of ageing in general (Holloway 
and Wheeler 2010). This led to the development of a loose interview guide 
which was developed from the literature as well as lines of enquiry that 
emerged from data gathered from subsequent observations and interviews 
(Britten 2007) (Appendix 9).  
Using this guide, I asked open ended questions to access experience and 
meanings, ensuring that my focus remained on elucidating the older 
SDUWLFLSDQWV¶SHUVSHFWLYHEDVHGRQREVHUYDWLRQLQWKHILHOGDVZHOODVJeneral 
insights into the concept of frailty (Hansen 2006). The guide was 
continuously informed by the older SDUWLFLSDQWV¶DQGP\RZQH[SHULHQFHDV
well as the research literature, during the duration of the period of data 
collection (Silverman 2011). Thus, the interview guide changed overtime as 
new areas of enquiry relating to frailty developed, ensuring flexibility. This 
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ensured that all the older participants were asked the same general 
questions as well as enabling them to change the direction of the 
conversation.  
I conducted the interviews with the older participants in their own home, at a 
convenient time, and with permission they were audio-recorded. They lasted 
from twenty minutes to one and a half hours. The length of interviews was 
determined by a number of factors, such as, the older participant¶VFXUUHQW
health status, their willingness to talk about issues, and presence of others in 
the house. In the case of two participants interviews were consistently short. 
For example, older participant seven was always breathless due to her end-
stage COPD and she often had to pause to use her CPAP non-invasive 
ventilation machine. I often felt unsure about whether or not to carry out 
these interviews. On many occasions I asked her if she would like to stop but 
she was insistent that she was able to continue. This placed a huge 
responsibility on me to manage the situation sensitively so that she could 
participate without it becoming overly distressing for her (Sheldon and 
Sargeant 2007). Management of this situation involved a number of 
strategies. First, I had to accept that on the whole older participant seven was 
unable to give lengthy responses to questions, as she would become too 
breathless if she spoke for long periods of time. Answering a thought 
provoking question would mean that she was more likely to use her CPAP 
mask; therefore I had to balance these with the use of closed questions and 
periods of silence so that she could calm her breathing. Second, she 
regularly needed to have a drink of water because the CPAP mask would 
make her mouth dry, which would make it difficult for her to speak. It could 
take five minutes to answer one question. I found these interviews draining 
EHFDXVH,ZDVUHTXLUHGWREHFRQVWDQWO\µLQWKHPRPHQW¶ 
It was not always the ROGHUSDUWLFLSDQW¶VLOOKHDOWKWKDWOHGWRDVKRUWLQWHUYLHZ
When interviewing older participant six he often gave one word answers and 
when I asked for further detail to illuminate an account of a certain event, 
situation or experience he was often unable to explain what he meant by 
something he said, as illustrated in the third interview: 
237KDW¶VWKHRQO\WLPH,JRRXWZKHQ,JRWR the luncheon 
club. I had to go to the optician, I was having some trouble with 
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my glasses. (Name of daughter) took me to Specsavers on 
SODFH$QGWKDW¶VWKHRQO\WLPH,JHWRXWLIVKHWDNHVPH  
JS: How do you feel about not being able to get out so much? 
23:HOOLW¶VMXVWRQHRIWKRVHWKLQJV\RXKDYHJRWWROLYHZLWKLW
KDYHQ¶W\RX" 
JS: How do you live with it? 
OP6: I just do (3rd interview: OP6) 
I found myself working hard to get him to expand his responses, as I was 
mindful that I did not want to make assumptions about the meaning and 
implications of these responses (Gomm 2008).  
I made the assumption that I would be able to facilitate participants to give 
me further detail of their experiences; this was the case with most of the older 
participants who had been very willing and able to share their experiences 
and thoughts but not older participant six (Horrocks and King 2010). The 
outcome of these interviews did not live up to the expectations that I had of 
them. As he progressed through the study I felt very uncomfortable about 
undertaking the interviews and I found them increasingly hard work. For 
some reason the dynamic in this relationship meant that I did not interact with 
KLPDVDµVWRU\WHOOHU¶he became someone who merely reported or answered 
specific questions (Horrocks and King 2010). On reflection, I wondered if he 
would not open up to me as a younger woman; also whether it was a feature 
of his personality that he did not elaborate his points with detail. Furthermore, 
it could have been how I came across and he may have felt uncomfortable 
talking to a younger female stranger with a non-Sheffield accent.  I 
sometimes wondered whether he might have confused me with the 
community matron team as the format of their conversation was very much 
question and answer, matter of fact. In these situations I found it difficult to 
maintain interest in the conversations. 
In spite of this experience one of the strengths of semi-structured interviews 
was that they gave the opportunity for older participants to talk freely about 
their experiences (Ballinger and Payne 2002; Britten 2007; Clarke and 
Warren 2007). This was the case with the majority of the older participants 
and I got the sense that they enjoyed talking about their experiences. We 
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also shared personal stories during the interviews; this enabled me to get a 
sense of who these older participants were and vice versa (Sheldon and 
Sargent 2007). Occasionally this became difficult to manage when they 
ZRXOGJRRIIDWµWDQJHQWV¶DQG,ZRXOGKDYHWRZRUNKDUGWREULQJWKH
conversation back to the focus required. This was particularly the case with 
four older participants, whose interviews consistently lasted for over an hour.  
I acknowledged that for some older participants my visits may have become 
important for other reasons, contributing to the length of interviews. A number 
of participants were lonely and therefore my visits provided company. During 
the third interview older participant two mentioned that if I had not come that 
day he would not have had any visitors for three days. Pleschberger et al 
(2011) highlighted how qualitative interviews provided companionship where 
participants lived alone with little social support and were lonely.  I felt 
comfortable with this as it enabled me to demonstrate reciprocity.   
4.3.2 Interviews with community matrons 
I also conducted semi-structured interviews with the community matron 
involved in the delivery of care to the older participant. The intention had 
been to undertake two interviews, one at the beginning of the older 
SDUWLFLSDQW¶VLQYROYHPHQWLQWKHVWXG\DQGWKHVHFRQGWRZDUGVWKHHQGRIthe 
study period. However, this proved to be difficult to arrange due to the busy 
nature of the community matrons¶ workload and therefore I had to be flexible 
in my approach to data collection. Where possible I still endeavoured to 
undertake a formal face-to-face interview at the two time points. These 
interviews took place at a convenient time for the community matron and in a 
variety of settings such as the local health centre, the community matron¶V 
office, outside the older participant¶VKRPHDQGRYHUWKHWHOHSKRQHUDQJLQJ
from 20 to 45 minutes.  
Within these interviews I established how long the community matron had 
been involved in the care of the older participant. I also pursued lines of 
enquiry as they emerged from the data gathered during the periods of 
observation; this enabled me to explore how they managed the care of the 
older person and any issues that arose (Britten 2007). I also introduced an 
element of structure in order to explore their understanding of frailty in 
relation to the older participant, and older people in general. Issues relating to 
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their role and managing care for older people were explored (Holloway and 
Wheeler 2010). A loose interview guide was developed from the literature as 
well as following themes that emerged from subsequent observations and 
interviews (Appendix 10). The interviews were recorded on a minidisc 
recorder and transcribed verbatim.  
4.3.3 Interviews with significant others 
Semi-structured interviews were also conducted with the nominated family 
member or significant other. Eight people were nominated; five agreed to be 
interviewed. Of the five who had agreed I was unable to interview older 
SDUWLFLSDQWIRXU¶VVRQDVVKHGLHGVRRQDIWHUKHKDGGHFLGHGWRWDNHSDUWDQG
it did not seem appropriate to engage him in an interview at that time. Also, 
oldHUSDUWLFLSDQWWHQ¶VGDXJKWHUEHFDPHLOOKHUVHOIDQGZDVXQDEOHWR
participate. Generally, the first interview took place at the beginning of the 
ROGHUSDUWLFLSDQW¶VLQYROYHPHQWLQWKHVWXG\DQGWKHVHFRQGWRZDUGVWKHHQG
of the study period. The interviews took place at a convenient time for the 
nominated person and in a variety of settings, which included their own, or 
WKHROGHUSHUVRQ¶VKRPHDs well as university office space. I introduced an 
element of structure in order to explore their understanding of frailty in 
relation to the older participant, and older people in general (Appendix 11). 
Within these interviews I established how the significant other was involved in 
the care of the older participant. I also explored the impact of such caring 
activities and pursued lines of enquiry as they emerged within the interview 
(Britten 2007). The interviews were recorded on a minidisc recorder and 
transcribed verbatim. The interviews lasted between 20 minutes and one 
hour.  
4.3.4 Conversations 
Whilst in the field I listened to the interactions between the older participants, 
community matrons and others present in the field. Hammersley and 
Atkinson (2007) described how in daily life people continually provide 
accounts to one another to suit many purposes, such as making sense of 
situations and relaying information. In the context of this study the older 
participants, community matrons and significant others interacted in the 
FRQWH[WRIDFDUHYLVLWRUSHUVRQDOHQFRXQWHULQWKHROGHUSDUWLFLSDQW¶VKRPH
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These encounters created accounts that provided evidence relating to the 
experience of frailty.  
During the field work there were many situations where I engaged in 
conversation with the participants, outside of the formal interviews. I always 
engaged in conversation with the older participant on entering and leaving 
their home. A number of informal conversations occurred with the community 
matrons around the time of a visit, either just before entering or leaving the 
older participant¶VKRXVHRULQWKHKHDOWKFHQWUe. These were useful for a 
QXPEHURIUHDVRQV7KH\SURYLGHGXSGDWHVUHJDUGLQJWKHROGHUSDUWLFLSDQW¶V
FRQGLWLRQDVZHOODVVKDULQJLQVLJKWVLQWRWKHROGHUSDUWLFLSDQW¶VVLWXDWLRQ 
On occasion, I found that during a care visit with the community matron the 
older participant would start a conversation with me. In these situations it was 
important to consider not only what was said but the context of these 
accounts. Often, they provided a counterpoint to my, or others, interpretation 
of a given situation, providing useful insights into differing perspectives 
regarding frailty. This was illustrated in the extract taken from the case 
account of older participant four: 
On arriving at older participant four¶VKRXVHRQHGD\WKHcommunity 
matron and I found that the social worker was already present and was 
engaged in a conversation with older participant four and her son. During 
the next half hour the social worker proceeded to comment on how she 
was not doing enough for herself on her return home from an intermediate 
care unit. Older participant four became increasingly silent during this 
encounter. When the social worker had left and the community matron 
was taking her pulse, older participant four WXUQHGWRPHDQGVDLGµ$P,
VWLOOKHUH"¶ 
When she turned to me DQGVDLGµDP,VWLOOKHUH¶ZHDOOODXJKHGDWILUVW2Q
reflection I think this comment also was a counterpoint to the fact that she 
felt ignored when the social worker was present (Case account: OP4). 
4.4  Documentary review 
I undertook a review of relevant documents alongside the participant 
observation and informal conversations and interviews (Hammersley and 
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Atkinson 2007). When approaching the study of documents to be reviewed it 
was important to recognise that that there were a number of ways in which 
the data within documents might be collected. First, I accessed relevant local 
and national policy guidance relevant to the care of older people. I also 
accessed and reviewed documents relevant to each case which included the 
ROGHUSDUWLFLSDQW¶VKHDlth and social care records and community matron 
notes. This provided data relating to the personal details of the older 
participant in the context of health and social care provision including medical 
diagnoses and treatment; nursing assessment and care management; 
referral to health and social care services; other health and social care 
treatments and transfer to other services.  
A key source of data was the content of these documents, which Prior (2008) 
described as documents as a resource. This data was used to identify what 
was going on generally in relation to the care of frail older people (policy) as 
well as the specific detail of care given to the older participants (case notes). 
Accessing case notes revealed details of care work. I scrutinised what was 
written in these documents and was able to identify issues relevant to each 
case. I was also able to detect absences or additions within documentation in 
comparison to my observations. This approach provided the context as to 
how health and social service provision framed the experience of the older 
person.  
I was also interested in how written accounts were produced and 
subsequently utilised which added further insight into how community 
matrons structured their work with older people. As Prior (2008) noted, 
reviewing documentation cannot adequately rely on document content, it is 
also important to consider how the content came to assume the form that it 
did. Therefore, I looked at how the encounters and interactions between the 
older participant and community matron had been recorded in the case notes 
following a visit. This highlighted how documents were produced, who 
produced them and how the production process was socially organised.   
It was also useful to review how documents were used during a visit between 
the health professional and the older person, which is described as 
µGRFXPHQWVLQDFWLRQ¶3ULRU7KHUHIRUH, I observed how the community 
matrons used the notes during a visit. Documents are considered to play an 
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active role in the configuration of the clinical encounter (Rosenbloom et al 
2011). In particular, I observed whether the notes provided a framework for 
organising subsequent interaction during the visit, or whether they were used 
to exert an effect on the entire interactive sequence.  
4.4.1 Challenges to accessing documentation 
There were a number of challenges to accessing the older SDUWLFLSDQW¶V
records that had to be overcome. All the older participants had a set of 
nursing notes left in their home. Initially, I intended to access these notes 
during an observation visit; however, I realised that this would prove difficult 
as it would detract from the process of observation during the fieldwork. Also, 
not all health and social care professionals wrote in the nursing notes and 
therefore data would be missing. After a discussion the community matron 
negotiated with a health secretary at the specific health centre that I could 
DFFHVVWKHROGHUSDUWLFLSDQW¶VQRWHV2QDPRQWKO\EDVLV,FRQWDFWHGWKH
relevant secretary at the health centre and spent a morning looking at the 
pDUWLFLSDQWV¶QRWHVDQGUHFRUGHG salient details, including documentation of 
the observed visit; the number of contacts made by the community matron; 
contacts and appointments by other health and social care staff; and 
admission to other care facilities. For two participants I was unable to access 
their records at the health centre and therefore I had to look at these when 
the opportunity arose, for example, during or following the care visit or after 
an interview.  
Another challenge emerged during the period of field work as an electronic 
note system, System 1, was introduced across the PCT. The community 
matrons were given hand held note pads to use during patient visits; this data 
would then be transferred to the main database. Therefore, I could no longer 
access paper notes and had to use the community matron¶VZRUNEDVHG
computer to access participant information. As a result of this I had to access 
the system when the community matron was in the office; this became 
problematic at times for example, when the community matron had to leave 
the office unexpectedly. However, on the whole it worked as I would access 
the system twice a day, during their office based time.  
4.5 Developing relationships in the field 
I had to work hard to build and maintain relationships with all the participants 
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during the process of their initial recruitment to the study and the subsequent 
periods of data collection. At the start of my involvement with each case, 
upper most in my mind was the need to balance the presentation of myself, 
as someone personable, approachable and professioQDOZLWKWKHQHHGWRµILW
LQ¶+HUH,DWWHPSWHGWRreduce the amount of disruption caused by my 
presence in the ROGHUSDUWLFLSDQW¶VKRPHand at the health centre where the 
community matrons were based (Angrosini and Mays de Perez 2005). 
Sheldon and Sargeant (2007) likened the process of negotiating relationships 
in research to the everyday practice of establishing working relationships, 
particularly the development of trust. Here I drew on my skills developed over 
many years of nursing practice, both as a clinician and educator. I used and 
adapted appropriate verbal and non-verbal communication to demonstrate an 
interest in all the participants involved in a case. In relation to the older 
participants this involved getting to know them, which included asking them 
about their current and previous experiences.  In the early stages of working 
with the community matrons I asked them questions about the care that they 
delivered to older people, showing a particular interest in new treatments. I 
also asked questions about their role, specifically in relation to patients that 
we had visited as well as more general questions; this included aspects of 
the role that worked well and the challenges they faced. At the beginning of a 
relationship I worked flexibly with the participants. For example, with the older 
participants I fitted interview visits around their other commitments. In relation 
to the community matrons I attended study afternoons, team meetings, or 
visits to other practices. 
,IRXQGWKHµZRUN¶RIGHYHORSLQJ and maintaining relationships to be extremely 
tiring, particularly in the early stages of field work. This was as a result of 
always presenting an interested and personable front, as well as trying to be 
authentic and honest. I experienced the management and the regulation of 
my feelings, such as the day-to day responses to common situations, as 
emotional labour (Hayward and Tuckey 2011). However, my commitment 
and flexibility paid off and overtime, as I became accepted by the older 
participants and community matrons I did not have to work as hard to use 
different aspects of my personality, or professional skills, in the maintenance 
of these relationships. 
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4.6  Withdrawal from the field 
With all the cases there was a time when the period of date collection came 
to an end and I had to prepare to leave the field (Hammersley and Atkinson 
2007). I knew that this was going to be difficult as I had fostered a 
relationship with most of the older participants and community matrons over 
time. Moreover, I recognised that the quality of the relationship that I 
developed would make it harder to extricate myself from the field (Watt 
2008). This became particularly difficult when I realised that for some older 
participants my visits had become an established part of their routine, and 
they looked forward to them. I was mindful that for some older participants I 
had become a friend and that the relationship would no longer continue; they 
would have to readjust to visits without me. Similarly, I had come to see 
some of the older participants and community matrons as friends (Dickson-
Swift et al 2007).  
In view of these issues I had to negotiate leaving the field and manage the 
subsequent expectations (Delamont 2004). To smooth the process of 
leaving, half way through the fieldwork I started to mention to the older 
participant the number of observation visits and interviews that were left and 
how many times I would be coming to see them. Specifically, I made it clear 
on the penultimate observation visit that the next visit with the community 
matron would be the last one. At the final care visit I explained to the older 
participant that I would no longer be accompanying the community matron, 
but that I would visit them for a final interview the following week.  
On reflection, although it was hard to leave the older participants, and I felt 
very sad, my preparation to leave the field meant that their expectations 
beyond this were not raised. I did not arrange to meet them again. I had 
thought that I could continue to visit some older participants as a friend. 
However, I had to start new field work sites, as well as manage a busy home 
and work life, therefore this was not possible. I did leave a card with my 
contact details should the older participants wish to contact me with further 
information regarding their experiences. Leaving the field did not break the 
relationship with the community matrons in the same way, and it was easier 
to maintain contact with them after leaving the field. We agreed that I should 
91 
 
contact them monthly by telephone to gain updates regarding the older 
participants once I had left the field.  
Two older participants died during the period of field work. Although I was 
aware that this was a possibility at the outset of the study I was still saddened 
by this news and found it difficult to cope with. This was particularly 
challenging in relation to participant four as she died in an intermediate care 
unit and she had not wanted to be admitted there. As Watt (2008) suggested, 
in these situations I accessed the support of my supervisors and found the 
safe space that this provided very useful in exploring my thoughts and 
feelings regarding these deaths. 
4.7 Analysis of the data 
In the context of ethnography the analysis of data is an iterative process and 
therefore not considered to be a distinct stage of the research process. 
Hammersley and Atkinson (2007) suggested that analysis begins in the stage 
prior to field work and continues into the writing of reports and publications. 
Furthermore, Sharkey and Larsen (2005) identified that data analysis is on-
going and progressive, interlinked with and influenced by data generation. 
Therefore, I acknowledged that the process of analysis commenced before I 
started field work as I formulated my ideas pertaining to frailty in later life. It 
also comprised a dialectic movement between the collection of data and 
theory development, both being shaped and re-shaped as my knowledge 
regarding the experience of frailty in later life deepened and expanded during 
the fieldwork (Denzin and Lincoln 2012).      
4.7.1 Narrative analysis 
I drew upon the principles of narrative analysis, one component of the 
broader field of narrative inquiry, to focus the analysis of my ethnographic 
case-centred data (Hardy, Gregory and Ramjeet 2009). Narrative concepts 
and methods have increasingly informed ethnographic approaches to 
research (Riessman 2008). Narrative inquiry is based on a widely accepted 
definition of a QDUUDWLYHPRGHRIWKLQNLQJQDPHO\µDVHQJDJHPHQWLQ
sequential, action-orientated, detail-GULYHQWKRXJKW¶%UXQHUFLWHGLQ6RROV
2013, p94). It is founded on the premise that individuals and groups construct 
identities overtime through story telling (Riessman 2008). Yuval-Davis (cited 
92 
 
in Riessman 2008, p8) mentioned that people tell stories to themselves and 
others about who they are, and who they are not, and therefore they become 
narratives of identity.  
Although I had not intended to use a narrative approach to analysis at the 
outset of the study, during the process of longitudinal data collection I 
realised that in the interviews there was a mixture of both narrative and non-
narrative elements. I acknowledged that I had not engaged in purely 
autobiographical interviews, however, the participants had been able to 
narrate autobiographical accounts. Sools (2013) referred to such accounts as 
µELJVWRULHV¶ZKHUHVSDFHLVFUHDWHGLQDUHVHDUFKLQWHUYLHZIRUWKHWHOOLQJRI
autobiographical narratives. For example, overtime the older participants 
recounted stories about their lives combining retrospective and prospective 
detail, continually mixing the past, present and future. This also related to 
their on-going experiences relating to health and illness throughout their lives 
and into later life. Moreover, they disclosed what was important to them when 
recounting their experiences as well as making decisions about when and 
how to disclose information (Riessman 2008). I recognised that the older 
participants did not merely recount their experiences but arranged and 
communicated them in meaningful ways (Kleinman 1988).  
I had also collected data that observed the interactions between the older 
participant and the community matrons. Drawing on the work of Mattingly 
(1998; 2012) I considered that not only did the older participants and the 
community matrons tell individual stories but they created story-like 
structures through their interactions. Mattingly (1998) referred to this as 
µtherapeutic emplotment¶, where the process of treatment encourages health 
care professionals to reason in a narrative mode. Here a balance is achieved 
between what a health care professional aims to achieve in the present with 
a patient with what they anticipate can be achieved in the future. This is 
obviously also influenced by the unfolding requirements and contributions of 
the patient.  I considered the significance of an episode of care, between the 
older participant and the community matron, within the context of a larger 
therapeutic story; one that was in the process of being constructed. I also 
considered that these encounters created on-going conversations in 
everyday interaction in context and were akin to what Sools (2103) described 
DVµVPDOO¶VWRULHV7KLVHQDEOHGPHWRHPSKDVLVH the micro-processes 
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through which the community matrons and the older participants co-
constructed meaning in the context of the care encounter. 
Undertaking narrative analysis was clearly relevant to this study.  In collecting 
what Sools (2013) referred to DVµELJ¶DQGµVPDOOVWRULHV¶,ZDVDEOHWRDQDO\VH
personal experiences and how they contributed to the experience of ill-health 
and frailty in later life; whilst simultaneously analysing how interactions 
between the community matron and older participant shaped the content and 
structure of stories and the nature of stories pertaining to the experience of 
frailty. Riessman (2008) highlighted the importance of focusing on what the 
VWRU\LVDERXWµELJ¶VWRULHVDVZHOODVKRZDVWRU\Ls told and why it is told in 
DSDUWLFXODUZD\µVPDOO¶VWRULHV:LWKLQP\DQDO\VLV,DWWHPSWHGWREHIOH[LEOH
in my approach to the interpretation of the data, where appropriate combining 
WKHµELJ¶DQGµVPDOO¶VWRULHV*HRUJDNRSRXORX 
4.7.2 Process of data analysis 
Although data analysis is a continuous and iterative process it consists of two 
key components: data management and data interpretation (Lewis and 
Ritchie 2009). Data management is initially concerned with creating workable 
data sets in order to decide the themes or concepts under which the data will 
be coded, indexed and sorted. This is in contrast to interpretation of the data 
that is associated with the application of themes, and identification of 
meaning, relationships and explanatory theory. These stages do not occur 
independently or sequentially; however I found it useful to separate the two, 
for the purpose of discussing the process of analysis overall. As Ritchie, 
6SHQFHUDQG2¶&RQQRUVXJJHVWHG, interpretation of the material and 
development of theoretical explanations can be problematic if the data is not 
sufficiently ordered and categorised. Furthermore, the rigour of the research 
was enhanced by enabling the process of analysis to be as transparent as 
possible (Denzin and Lincoln 2012). 
4.7.3 Data management 
In the first instance I had to manage the data to ensure anonymity of the 
participants (Richards 2005). I gave each case a number and labelled all the 
associated data with the aforementioned number, which included: the audio 
recordings, transcriptions of the audio recordings, documentary evidence and 
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field notes. I also labelled entries in my fieldwork journal with the relevant 
number. I stored my field notes, paper copies of transcripts and field work 
journal in a locked filing cabinet in my work place. I stored the information 
GHWDLOLQJHDFKFDVH¶VLQIRUPDWLRQDQGWKHLUFDVHQXPEHULQDVHSDUDWHORFNHG
box. Data in the form of audio-recordings and transcripts were stored on my 
research laptop which was password protected (Lewis 2009).  
4.7.4 Confidentiality 
In relation to confidentiality it was necessary to avoid the identification of 
participants and the case study sites through the attribution of comments 
either in reports or presentations. Houghton et al (2010) have highlighted the 
difficulties in maintaining confidentiality in qualitative research because of the 
level of description used in reporting the findings. This is increasingly 
problematic when the sample size is small, as in this study, and there is the 
potential to cause exposure if too much personal detail is disclosed (Stake 
2005). Hansen (2006) noted it is possible for individuals to recognise 
themselves specifically where quotations are used as evidence to support 
findings. All the participants were given pseudonyms to ensure that identities 
would not be revealed (Polit and Tatano Beck 2006). However, I 
acknowledged that there would be circumstances where descriptions made 
to contextualise the case may compromise confidentiality. In these 
circumstances I made points in more general ways, and selected smaller 
extracts from the data to support the discussion. At the same time 
recognising that the contextual detail was compromised (Houghton et al 
2010).   
4.7.5 Transcribing the data  
I paid attention to the process of transcribing the data as the use of a 
particular transcription method contributes to the interpretative process in 
narrative analysis (Riessman 2008). Moreover, I was aware that how I 
produced excerpts from the observations and interviews would contribute to 
SURGXFLQJµELJ¶DQGµVPDOO¶VWRULHVZKLFKZRXOGWKHQIXUWKHULQIOXHQFHWKH
analysis (Sools 2013). In the first instance I transcribed all the interview and 
observational data verbatim, including my own questions and responses as 
interviewer. I also stayed close to the spoken language of the conversations; 
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therefore I included repetition, dialect, sounds and pauses. This is illustrated 
in the transcript of the third observation of older participant three in Box 2.  
Box 2 : Transcript Extract 1 
CM: Ooh, have you got your oxygen in a mess, shall we do some 
unravelling? He said they are supposed to be doing your cleaning on a 
Wednesday but you say no?  
E: No. 
&05LJKWOHW¶VXQUDYHOWKLVPXUPXULQJLQEDFNJURXQGE\&0<RXVHHP
to be getting through this moisturising cream for your legs, do you put it on 
or do the carers put it on? 
E: The carers put it on. 
CM: Right, VR\RX¶OOEHQHHGLQJVRPHPRUHRIWKDWEHFDXVH\RXDUH
UXQQLQJRXW,¶OOKDYHWRJHWVRPHPRUHRUGHUHG+RZ have things been 
since I saw you?  
(-XVWWKHVDPHDVXVXDOPHEUHDWKLQJLVZRUVWDQ\H[HUWLRQDQG,¶PRXW
of breath. 
CM: Have you had to call the doctor out? 
(1RWKHUH¶VQRWKLQJWKH\FDQGRDERXWP\EUHDWKLQJ 
This highlighted the immediacy and dialogical nature of the interactions in 
context and enabled me to analyse the micro-SURFHVVHVLQYROYHGµVPDOO¶
stories). Moreover, at this stage by presenting the text as close to actual 
speech as possible I endeavoured to give voice to the older participants 
experiences rather than cleaning up text that was difficult to understand for 
the purposes of communication (Riessman 2008). As the data analysis 
evolved I also emphasised the flow of speech within the transcripts, 
particularly in relation to the older participants. Within the interviews this 
involved eliminating my participation in the conversation to highlight the 
FRQWHQWDQGGLUHFWLRQRIDSDUWLFXODUVWRU\WKXVFRQWULEXWLQJWRµELJ¶VWRU\
analysis. For example, Box 3 illustrates how removing my questions and 
FRPPHQWVIURPWKHWUDQVFULSWHQDEOHGWKHHPSKDVLVRQ0DUWKD¶VZRUU\
regarding a number of current health problems to emerge.   
 
Box 3 : Transcript Extract 2 
96 
 
When Martha was asked how she had been since I had seen her she 
replied: 
Not bad, but I¶YHEHHQKDYLQJDFKHVLQP\EUHDVWWKRVHKDYH
gone but I started having them down there, those have gone and 
nRZ,KDYHWKHPXSWKHUHLQWKDWVKRXOGHU,¶PVXUHLW¶VP\ERQHV
EHFDXVH,KDYHSDLQIURPP\ERQHVDQG,¶PXVHGWRLWVRDQG,¶P
still having slight dizziness, so, I think, (name of community 
matron) came yesterday and she was going to have word with 
them to see, she was, and our (daughter) VDLG,¶PWDNLQJP\PXP
to see the doctor at the (hospital) next week so she says I can 
mention it to him. So (name of community matron) said do that and 
see what he says. I have it all the time more or less. Osteoporosis, 
,¶YHKDGLWDORQJORQJWLPH,¶PXVHGWRLW:KHQLWKXUWV,FU\RXWD
lot, I breathe in and out to ease it a bit. I have two paracetamol, no 
cocodamol 4 times a day and sometimes I miss me one, I knock 
RQHRII,WKLQNLI,¶PJRLQJWREHG,¶OOOHDYHRQHRIIDQGWKHQLI,
need them, you know need them extra at another time. Which I 
have done once or twice I can have them without having them at 
QLJKW,¶PQRWEDGORYH,NQRZP\ZDONLQJLVQRWVRFOHYHU,NQRZ
that I am not right sort of thing getting about.  
 
4.7.6 Getting to know the data 
,QRUGHUWRHQJDJHLQWKHSURFHVVRIDQDO\VLV,µLPPHUVHG¶P\VHOILQWKHGDWD
(Denzin and Lincoln 2012). However, close reading of the data proved 
challenging as the process of data collection produced a number of different 
texts within the context of each case: transcripts of conversations during 
observations in the field; transcripts of informal conversations and interviews; 
observational field notes; documentary evidence; reflective field journal 
notes. Moreover, this was compounded by the longitudinal nature of the 
study as I had collected multiple sources of data over a number of time 
points. Rather than analyse individual data sources independently, such as 
interviews and including specific time points, I familiarised and analysed the 
multiple sources of data overtime within the context of each case (Baxter and 
Jack 2008). I combined the different data sets in order to enhance my 
interpretation and understanding of the features that influenced the 
experience of frailty in each case (Sangster-Gormley 2013).  
On the first reading of the data I was able to get an overview of how an older 
participant experienced their daily life and the nature of their encounters with 
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community matrons. On closer, multiple readings I became thoroughly 
familiar with the data set which enabled me to identify concepts that helped 
me to make sense of an older participant¶VH[SHULHQFe of frailty in later life. 
$YRLGLQJZKDW+DPPHUVOH\DQG$WNLQVRQSUHIHUUHGWRDVµFKHUU\
SLFNLQJ¶ZKHUHFXUVRU\UHDGLQJRIDQGLQDGHTXDWHDFTXDLQWDQFHZLWKWKHGDWD
leads to unconvincing analysis.  
To ensure that I gave equal weighting to each source of data I listened to the 
mini-disc recordings, alongside reading the transcript, and matched this to 
the field notes that I had written. As Casey (2007) claimed this would ensure 
that the verbal interactions would be considered within their context, 
facilitating a detailed exploration of factors that contributed to frailty. For 
example, during my first observation visit to older participant one a care 
worker was present preparing lunch. A discussion between older participant 
one, the community matron and the care worker, about what to have for 
lunch, had ensued. An extract from the case account illustrates this: 
Care worker: What do you want for lunch today (name of older participant)? 
OP1,GRQ¶WNQRZORYH 
Care worker: (turns to the community matron) This is happening a lot now, 
VKHGRHVQ¶WNQRZZKDWVKHZDQWVDQGWKHQZKHQVKHKDVGHFLGHGVKH
GRHVQ¶WHDWLW,GRQ¶WNQRZZKDWWRGR7KDW¶VULJKWLVQ¶WLW(name of older 
participant)? 
OP1: (silent) 
At the same time I wrote in my field notes: 
Discussion about lunch: care worker raising her voice speaking to OP1 as if 
deaf; she is not. Care worker talking about OP1 as if she was not in the 
room; turns her back to her. OP1 not responding; she has folded her arms. 
(Case account: OP1) 
 
4.7.7 Recreating case accounts 
A challenge in the process of analysis was to pay attention to the personal 
experiences of ageing and frailty, whilst at the same time considering the 
impact of context and interaction in shaping such experiences. Moreover, I 
was mindful tKDW,KDGWREDODQFHWKHDQDO\VLVRIWKHµELJ¶DQGµVPDOO¶VWRULHV
within the data (Sools 2013). To achieve this once I had immersed myself in 
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WKHGDWDUHODWLQJWRDSDUWLFXODUFDVH,HQJDJHGLQWKHDQDO\WLFSURFHVVRIµUH-
VWRU\LQJ¶DQDFFRXQWIURPWKHRULginal raw data (see Appendix 12 for extracts 
IURPFDVHIRXU¶VUH-storyed account). According to Ollerenshaw and Creswell 
(2002) re-storying is the process of gathering data, analysing them for key 
elements of the narrative, such as time, place, plot, and scene, and then 
rewriting the story to place it within a chronological sequence.  Initially, this 
process involved further repeated readings of the transcripts, documents and 
field notes linked to an observation visit and/or interview. At times I listened 
to the original audio-recording alongside the transcript to enhance my 
interpretation of the text. This was a lengthy process but it enabled me to 
become more familiar with the data (Tuckett 2005).  
Concurrently I engaged in careful textual analysis, noting main points such 
as, the nature of place and changes to physical space, specific events that 
had occurred, feelings experienced, recurring or different stories and 
conversations, patterns of interaction and timeframes. From this, I was able 
to detail the story line of a case overtime, including key episodes and turning 
points in the narrative, finally rewriting the story to place it within a 
chronological sequence (Riessman 2008). I accepted that in recreating such 
accounts it was my interpretation of events. As Ollerenshaw and Creswell 
(2002) noted often when individuals retell a story the sequencing is not 
logically developed therefore I used rich description about the setting and 
experiences, including verbatim quotes from all data types, to support my 
interpretation of events within and across the case accounts. I recognised 
that determining the boundaries of stories was difficult and ultimately it was 
down to my interpretation. However, I regularly emailed my supervisors 
extracts of case accounts with my interpretations in order to enhance the 
rigour of my analysis. These were discussed at subsequent supervision 
meetings (Thomas and Magilvy 2011). I produced a re-storyed account for 
each case (n=10). 
4.7.8 Narrative analysis of the re-storyed case accounts 
During and following the re-storying I examined the content communicated 
within each case account, identifying common patterns and sequences which 
led to the identification of themes (Riessman 2008). This involved searching 
for content that reappeared in a case account overtime, or in predictable 
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sequences, as well as content that differed. I was aware that interpretation of 
a significant event was a matter of subjective perception. Therefore to seek 
clarity I referred back to the original data, and listened to the audio-
recordings, to further examine the content of an account. Here I listened for 
tone of voice and observed the structure of the speech as well as its content. 
Where appropriate I looked for detail of non-verbal behaviours and other 
comments in my field notes.   
I also concentrated on the cultural context in which the narration of stories 
and interaction took place. Here, I examined the data in order to identify how 
the context influenced the way in which the older participants and the 
community matrons narrated and communicated their experiences. I 
scrutinised the data to examine how overtime identities were constituted in 
relationships and enacted with and for different audiences. Here I was able to 
focus on the interplay between stories, and how these were enacted in the 
observation visits and during interviews within each case. I also paid 
attention to small, everyday events, for example, how an older person 
mobilised around their living space. As Sools (2012) pointed out focusing on 
small events directs attention to taken for granted aspects of daily life, 
opening them up for scrutiny. Therefore, I was able to direct attention to how 
the older participants engaged with daily life in the context of frailty.   
4.7.9 Development of themes 
The on-going examination of the case accounts and original data to identify 
thematic content was in part guided by my prior theoretical knowledge. For 
example, in my initial reading of the literature I was aware that some older 
people articulated their experience of ageing as bodily decline (Lloyd et al 
2012a). Therefore, I thought it likely that the older participants in this study 
would experience bodily decline as a result of ill-health and ageing. I also 
searched for novel theoretical insights from the data (Riessman 2008). For 
example, when collecting and analysing data in older participant one¶VFDVH,
QRWHGWKDWDWWLPHVVKHDSSHDUHGWREHDWµFURVVSXUSRVHV¶LQKHULQWHUDFWLRQV
with a care worker. I began to look for other examples of this type of 
interaction within her case. 
I also searched for patterns and sequences across all the case accounts. In 
this way I further developed the themes by analysing similarities and 
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divergences between the ten cases (Stake 2005; Sangster-Gormley 2013). 
Moreover, I looked for how an event was told or enacted, made sense of or 
commented upon. I considered this focus to be important as it enabled the 
refinement of the emerging themes in the light of new and existing data. For 
example, in the early stages of analysis I coded data extracts that 
demonstrated examples of bodily decline. However, as a later entry in my 
field work journal indicates I began to notice a pattern in how bodily decline 
was interpreted: 
I am beginning to realise that the older participants do not seem to talk 
DERXWWKHLUERGLO\GHFOLQHSHUVH7KH\WDONDERXWZKDWWKH\FDQ¶WGRDV
a result of bodily decline. I am getting a sense of a routine broken. For 
some the breaking of routine seems to be experienced as a loss. 
Look/ask about this in future cases. Also, how do community matrons 
interpret bodily decline. 
Thus, I started to refine how I coded and labelled the patterns and sequences 
emerging from the data. By constantly returning to the data when new 
patterns emerged I was able to compare them against the development of 
both previous and newly emerging data. The emerging themes were also 
influenced by my reading of relevant literature. In the early stages of analysis 
I engaged in describing the data, however as the themes developed I was 
able to make interpretive links within and across themes, thus leading to 
theoretical explanation (Green at al 2007). In Table 3 the development of the 
data patterns and sequences into themes is presented. 
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Table 3: Dominant narratives, themes and sub-themes within the  
  findings 
Dominant narrative Theme Sub-theme 
Transitions in health and 
illness in later life 
 
The experience of 
transition 
Disruption to daily life 
Getting used to disruption 
Ongoing disruption 
Stability and disruption 
Managing transitions in 
health and illness 
Patterns of daily living 
Rethinking routines 
Acquiring new skills 
Keeping the routine going 
Making sense of 
deterioration 
Relativism in later life 
New beginnings and 
endings 
Support Networks Formal provision 
Informal support 
Dimensions of frailty Frailty as vulnerability  Positive approach 
Maintaining confidence 
Frailty as decline  
Frailty as confinement Attachment to home 
A life lived 
Social isolation 
Feeling isolated 
Frailty as a label 2OGHUSDUWLFLSDQW¶V
perceptions 
Community matron¶V
perceptions 
Resisting the label of 
frailty 
Health and social care 
provision: rhetoric and 
reality 
The nature of 
participation 
Role boundaries 
Competing roles 
Roles as a position 
Frailty and partnership 
Revelations and 
discoveries 
 
Sharing concerns 
Negotiation surrounding 
concerns 
Cross purpose 
interactions 
Relationships 
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Unlike the approach adopted in grounded theory (Charmaz 2006) I did not 
use the themes to separate segments of data. I was mindful that I had to 
NHHSHDFKFDVHDFFRXQWLQWDFWµ)UDFWXULQJ¶WKHGDWDE\DQDO\VLQJVHJPHQWV
would not preserve the sequential and structural features of each case. 
Therefore, I applied my thematic framework to the extended accounts rather 
than fragmenting them. I colour coded chunks of data for specific thematic 
FRQWHQWµ%ORFNLQJ¶GDWDLQWKLVZD\HQDEOHGPHWRNHHSWKHPZLWKLQWKH
context of the interview or observation data, as well as the overall case 
(Grbrich 2012). I also marked the margins of each case account with memos 
to indicate insights and thoughts relating to a particular code (Tuckett 2005). 
This further facilitated an analysis of the variety of texts that I had collected 
within each case, such as, oral, written and visual (Riessman 2008), keeping 
the story intact for interpretive purposes. 
I made the decision not to enter the data onto a qualitative data analysis 
package. I recognised that computer soft-ware could speed up the process of 
handling the large amount of data that I had collected in each case (Denzin 
and Lincoln 2012). However, it was important to keep the context of the data 
LQWDFW6SHQFHU5LWFKLHDQG2¶&RQQRUKLJKOLJKWHGKRZPDQ\VRIW-
ware programmes encourage tagging and retrieval of segments of data, 
removing them from their context. Furthermore, current debates question 
whether the data can be produced in such a way that it is ready for analytic 
commentary (Denzin and Lincoln 2012). I acknowledged that I played a 
crucial role in the analytic process and considered that the use of a soft-ware 
package would possibly jeopardise this. 
4.8 Ethical issues in the field 
I encountered a number of ethical issues whilst accessing the research site 
and in my continued engagement in the field, particularly around informed 
consent. These ethical issues relate to the principles of autonomy, 
beneficence and non-maleficence (Beauchamps and Childress 2013).  
4.8.1 Consent to participate 
Informed consent in reVHDUFKKDVEHHQGHILQHGDVµA procedure for ensuring 
that research participants understand what is being done to them, the limits 
WRWKHLUSDUWLFLSDWLRQDQGDZDUHQHVVRIDQ\SRWHQWLDOULVNVWKH\LQFXU¶6RFLDO
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Research Association 2003, p28). Gaining informed consent from potential 
participants in health and social research is considered to be a central tenet 
of ethical research practice (Wiles et al 2007). Of paramount importance is 
the respect for individual autonomy and dignity, with the emphasis on the 
right of competent adults to make a free choice regarding participation based 
on accurate information regardless of risk of harm (Beauchamps and 
Childress 2013). This informed consent must include: detailed explanations 
of what the participant will or may experience in the study followed by 
checking of understanding; ascertaining the capacity of the person to make a 
decision without the pressure of coercion to take part (Moore and Savage 
2002).   
In this study I recruited older people, some in advanced old age, who had 
complex health and social care problems and ZHUHFRQVLGHUHGWREHµIUDLO¶
Jacobson (2005) and Pleschberger et al (2011) have highlighted the need to 
consider whether potential participants are vulnerable as this will raise ethical 
issues throughout the duration of a study, particularly in relation to consent. I 
acknowledged that for some older people in this study the experience of 
complex health and care problems could affect competence to consent to 
research (Gilhooly 2002; Griffiths 2006). Also, where older people suffered 
impairments to communication this could create difficulties in relation to the 
giving and understanding of information (Griffiths 2006). Moreover, some of 
the older people could be approaching the end of their lives. I acknowledged 
that there would be challenges in enabling older people at the end of their life 
to participate, for example, where the experience of complex symptoms was 
great, or where participation could lead to psychological distress (Seymour at 
al 2005b; Whiting and Vickers 2010; Pleschburger et al 2011).  
Considering the vulnerability of potential older participants was not to exclude 
them from the study but to ensure ethical issues raised were addressed. This 
enabled participation where appropriate and also ensured that those who did 
want to participate were not overburdened by the consent process. 
Therefore, I endeavoured to achieve a balance between maximizing the 
involvement of older people in the study whilst at the same time protecting 
their right to refuse and safeguarding them from harm. I found the ethical 
issues inherent in this endeavour to be a constant challenge throughout my 
study. Moreover, at times I found these very difficult to manage. I had to think 
104 
 
µRQP\IHHW¶DQGPDNHGHFLVLRQVLQIRUPHGLQSDUWE\DQH[WHUQDOHWKLFDO
framework as well as my own active reflections about what appeared to be 
WKHµULJKW¶FRXUVHRIDFWLRQLQa particular situation (Wiles 2012). As Seymour 
et al (2005b)  and Pleschberger et al (2011) have pointed out obtaining 
LREC approval does not offer solutions to ethical issues in the field; this is 
the remit of the reflexive researcher and I found these to be constantly taxing. 
I spent a lot of time considering how to enable the older person to give 
meaningful, informed consent. The process of consent considered the initial 
approach to the older person, as well as explanations of the project with 
subsequent understanding and decision making around participation (Harris 
and Dyson 2001).   
4.8.2  Initial approach to older participants 
I used the community matrons to provide me with initial access to potential 
older participants, before I made contact with them myself. I did not find that 
this posed a barrier to recruitment; in fact it appeared to be the opposite. 
Although the community matrons were busy they all found time to give the 
older people information regarding the study, contrary to other researcher 
experiences in primary care (Ewing et al 2004; Almack et al 2012). I was 
mindful that the community matrons did gate keep access to the older people 
on their case load, for example, when they considered an older person too 
vulnerable to participate. This did provide a barrier to recruitment of older 
participants (Williams 2006; Kirchoff and Kehl 2007). However, on reflection 
these decisions were carefully considered and appropriately made, and I was 
still able to recruit older people who had complex problems. For example, 
one of the community matrons asked an older person who was critically ill 
and possibly at the end of her life if she was interested in participating; this 
older person agreed to my initial visit.    
In the context of gate keeping I was aware that the power dynamic was in 
favour of the community matron and that it might be difficult for an older 
person to refuse to meet me. This became more of an issue when I realised 
early on in the field that some community matrons had introduced me as a 
colleague and not as a researcher. Reflecting upon this, I realised that I did 
not know how the community matrons actually described me to the potential 
participants or chose to deliver the information to the older person. Therefore, 
105 
 
this may have influenced the decision that an older person made to permit 
me entry to their home. I picked this up following a visit with the community 
matron to the fourth potential older participant and wrote in my field notes: 
µ$IWHUFOLPELQJWKHVWDLUVZHHQWHUHGWKHOLYLQJURRPROGHU
participant four was sitting in a chair next to the door. The 
community matron greeted her and went onto mention that I was 
accompanying her, and as she was sitting down on the settee 
VKHZHQWRQWRVD\µ'R\RXUHPHPEHUQDPHRIROGHUSDUWLFLSDQW
WKHFROOHDJXHWKDW,PHQWLRQHGODVWZHHN¶2OGHUSDUWicipant four 
nodded her agreement.  
Note to self: The CM introduced me as a colleague; I wonder how 
many other CMs have done this? Must get across my role as 
researcher. 
Following this experience I ensured that I gave all the community 
matrons a small card, with details about myself and the study on it. This 
ensured that all the older people knew that I was a researcher and were 
given the same information about the study.   
4.8.3  2OGHUSDUWLFLSDQW¶VXQGHUVWDQGLQJRIWKHVWXG\ 
Assessing understanding is considered to be crucial to the process of 
informed consent (Wiles et al 2007) however I found this difficult to ascertain. 
It is suggested that understanding or lack of understanding can be 
demonstrated by the asking of questions (Harris and Dyson 2001), yet none 
of the older people asked questions about the study or what their 
involvement would be. This became a repeated concern for me in the initial 
phases of recruitment and I became acutely aware that I could never really 
know what the older person understood about the study or how they thought 
the study may affect them. What I had to accept was that they had the 
autonomy to make many decisions in relation to their daily lives and therefore 
were able to say yes or no to participate in the study. Furthermore, older 
people with high support needs have the right to have their voices heard and 
I did not want to make assumptions that they were unable to do so (Gott et al 
2011; Katz 2011). However, I was careful to ensure that they were aware of 
the following: 
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x That they could withdraw from the study at any time without it 
influencing the care they were receiving from the community matron or 
other health and social care services. 
x That at times some questions raised during interviews could be 
distressing to them, and that they could decline to answer. Also, that I 
was an experienced nurse and would be able to support them through 
this, but could also direct them to additional support if required. This 
issue is discussed later in this chapter. 
x That they were aware that any information collected during the 
research would remain confidential and would only be shared with my 
research supervisors, unless the information disclosed raised issues of 
safety for the older person, or revealed poor practice. 
x That the findings of the study would be used to help develop health 
and social care services for older people in the future.  
4.8.4  Giving study information 
At times I felt under pressure to communicate information about the study 
quickly as I was very aware that I was taking up time within the consultation. 
This could detract from the community matron¶VDVVHVVPHQWDQG
management of WKHROGHUSHUVRQ¶VFXUUHQWKHDOWKDQGVRFLDOQHHGVDVZHOO
as impacting upon other patient visits that day. This created a tension for me 
as I tried to ensure that the older person had been given adequate 
information, which at times meant rephrasing details of the study using 
language that the older person could understand. I may have communicated 
that I was rushed thus perhaps preventing the older person from asking 
questions at this point. Furthermore, I found it difficult to ensure that I had 
offered the same explanation to all the potential participants. It could be 
suggested that in terms of the principle of justice I should have offered the 
same explanation to all participants (Beauchamps and Childress 2013). 
However, I would argue that although I did not use the exact same words I 
did explain the key features of the study to all potential participants taking 
into account their differing communication needs based on a variety of 
attributes, such as, education, professional and work background, sensory 
impairment and gender. 
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There was an issue for one potential participant regarding the information 
sheet. Reading the information sheet was difficult for participant one as she 
had poor eyesight, even with her glasses on. Although she had a daughter 
who lived close by she asked me to read the information sheet to her. The 
following extract from my field notes illustrates this: 
µ7KHcommunity matron had already told (participant one) at the 
previous visit that I would be accompanying her on this visit; 
(participant one) remembered. She seemed at ease with my 
presence, and asked me to sit down and asked if I would like a 
cup of tea and a biscuit. I sat on the settee which was situated at 
a right angle to her chair, and due to the community matron¶V
busy schedule declined the cup of tea. I ensured that I was facing 
(participant one) and at her level to make her feel at ease. I 
introduced myself as a student undertaking research into older 
people with health problems and outlined the study and what her 
involvement would be. I then informed her that I would leave her 
the information sheet so that she could have a look at it in her 
own time and discuss it with a family member should she wish to. 
(Participant one) informed me that she would be unable to read 
the information sheet due to her poor eyesight, even with her 
glasses on, and would I go through it with her there and then. I 
showed her the large font but she was still reluctant to read it 
herself so after checking with the community matron that we had 
time to do this, I agreed.  We went through the information sheet 
page by page, and as we did this I checked that she understood 
and whether she had any TXHVWLRQV¶)LHOGQRWH23 
Whilst reading I became very conscious of the length of the information 
sheet, and wondered if this had been one of the reasons why this participant 
had also been reluctant to read it. This raised an issue as to whether the 
process of recruitment itself can over burden those who want to contribute; 
paradoxically the people who are considered to be frail and are relevant to 
the research are potentially not able to participate because of the over 
whelming nature of the information.  Pleschberger et al (2011) highlighted the 
importance of ensuring that written information is not overly complex. 
Similarly, Brown-Wilson (2011) identified that it is often the case that 
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research participants are presented with more information than they can 
cope with, as a result of LREC demands. Jamieson and Victor (2000) 
suggested that older people expend a great deal of energy in managing 
activities of living, and energy reserves can be used up very quickly. This 
particular participant became tired very easily, and therefore reading such a 
lengthy information sheet was perhaps considered to be onerous.   
4.8.5 Timeframe for recruitment 
I endeavoured to ensure that all the participants had enough to time to think 
about the study and their potential inclusion. However, one participant wished 
to consent to take part during the first introductory visit; this followed on from 
reading out the information sheet. The following extract is taken from my field 
notes: 
I said that I would come back with the community matron on her 
next visit to gain her consent, giving her time to consider the 
information that I had given her. However, (participant three) 
expressed a wish to participate there and then. I felt awkward 
about this; I had not anticipated that a potential participant would 
agree to take part immediately. I felt under pressure to make a 
decision as to whether to recruit or not on this first visit. She was 
adamant that she wanted to take part; therefore, even though I 
felt stressed, I went through each individual item on the consent 
form with her and asked her if she agreed to these, she did. 
(Participant three) said that she had difficulty writing as her hand 
shook and would I sign the boxes for her; I ticked them after she 
had agreed a statement. After this I asked her if she would be 
able to sign the consent form. I rested the form on my 
observation book and although shaky she was able to write her 
signature. I was careful throughout this process to reinforce that 
her participation was entirely voluntary and that even though she 
agreed now she could withdraw from the study at any time. The 
community matron was present throughout the whole process. 
Having gained consent from (participant three) I agreed with her 
and the community matron that I would attend at the next planned 
home visit (Field note 1: OP3).  
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In this situation I doubted my integrity as a researcher because I was unable 
to follow the protocol when obtaining consent. I was concerned that she did 
not have the time to make a considered decision about whether to take part 
or not, and I felt under intense pressure to ensure that she had not felt 
coerced to participate (McCann and Clark 2005). However, I recognised here 
that I had a responsibility to create an environment where participant three 
could exert her control and choice and make a decision  whether to 
participate or not (Bowers, House and Owens 2009; Ryen 2011; Katz et al 
2011); she chose to make that decision within a small time frame. I ensured 
that I clarified what she understood about the study and what involvement 
would mean for her. This included ensuring that she was engaged in listening 
to what I was saying by checking out her non-verbal signs. Also, by checking 
that she answered my questions appropriately (Harris and Dyson 2001; 
Duckett et al 2010). At the end of this process I respected the decision that 
participant three made to participate within the study. I felt more confident 
about this decision due to the presence of the community matron and the fact 
that she had known participant three for a few years and therefore had a 
good insight into her understanding of issues.  
4.8.6  Providing written consent 
Physically signing the consent form was a problem for some of the older 
people as they found it difficult to hold a pen and coordinate their writing, 
especially for the two participants who were extremely breathless. They were 
required to initial each item on the consent form as well as sign the bottom of 
the form. Five older participants asked if I would do this for them. Therefore, I 
asked them about each item and then ticked the boxes on the consent form 
as they agreed to them. I then held the consent form in a position that they 
were able to write on to sign their name. Once the form was signed I 
explained to them that it was not a binding contract but a record of the 
decision that they had taken to participate in the study on that day (Harris 
and Dyson 2001).  
4.8.7  Process of on-going consent  
As previously discussed, throughout the process of data collection all the 
participants were made aware at the beginning of each observation and 
interview visit that they were still being observed and that their conversations 
were audio-recorded. They were provided with the opportunity to give  
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continued consent and the opportunity to withdraw from the study should 
they wish to (Moore and Savage 2002).  
I acknowledged that for some older people changes in their health condition 
could make it difficult for them to continue with the study, for example, 
extreme breathlessness, urinary and chest infections, low mood (Poythress 
2007). Furthermore, I could not assume that an older person who had 
encountered a major life transition, such as a fall, was necessarily the same 
person who had originally given consent. In a study of hospice patients 
Lawton (2000) highlighted that consent could not be taken for granted 
because of the loss of self, due to progression of the disease. Therefore, I 
KDGWREHPLQGIXORIVLWXDWLRQVZKHUHDQROGHUSHUVRQ¶VFDSDFLW\RUVLWXDWLRQ
was altered. I found myself in challenging situations in relation to on-going 
consent on a number of occasions. They highlight the dynamic moral choices 
that researchers face during the research process (Seymour et al 2005b).  
For example, over a period of time SDUWLFLSDQWWZR¶Vmood became low 
culminating in an admission to a respite unit because he was beginning to 
neglect his personal care. At this point he had participated in the study for 
five months. I had received a phone call from the community matron to inform 
me that her visit to participant two had been brought forward as they were in 
the process of arranging a care package, and could I get there earlier. As I 
neared the house his son was standing in the window and beckoned me in. I 
made the following note in my field notes: 
When I entered the room I greeted (participant 2). He was sat in 
his chair, bent over, holding a cup in his hand; he looked grey. He 
raised his head and greeted me; his voice sounded flatter than 
usual. He said he was pleased to see me and apologised for 
EHLQJLQDµVRUU\VWDWH¶7KHcommunity matron was sitting on the 
settee and the social worker was on the telephone in the kitchen. 
The community matron began to fill me in with the situation and 
asked if I was going to turn on the audio-recorder. This raised a 
dilemma because I needed to ensure that (participant 2) was still 
able to give informed consent; it was clear that his mood was 
very different to how it had been two weeks before and I did not  
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want to ignore signs that he may not have the capacity to consent 
to me being there, observing and recording (Field note 5: OP2). 
I felt that I was really put on the spot in this situation and it made me feel very 
uncomfortable. I had entered a context where important inter-professional 
decisions were being made about participant tZR¶V immediate care needs. I 
ZDVDZDUHRIWKHQHHGWRµILWLQ¶VRWKDWWKHSURFHVVRIGHFLVLRQPDNLQJFRXOG
continue however I needed to draw SDUWLFLSDQWWZR¶V attention to my study 
and his continued participation (Sheldon and Sargeant 2007). Immediately I 
was mindful that it was possible that SDUWLFLSDQWWZR¶V low mood could impact 
on his ability to provide on-going consent (Poythress 2007). As soon as I 
could I sat next to participant two and reminded him that I was still 
undertaking my research study. I asked him whether he still wished to take 
part; I made it clear that I realised that he was having a difficult time at the 
moment and that he could refuse to continue with the study at this moment, 
without any consequences to himself or subsequent care. He was clear that 
he wanted to continue to participate and that he was happy for me to be 
there, observing and recording, via notes and audiotape; I recorded in my 
field notes that verbal consent was given.  
It could be argued that I should have taken the decision to exclude participant 
two myself and I did consider this course of action. However, Bamford and 
Bruce (2000) argued that exclusionary ethics may limit the opportunity for 
individuals to engage in a process that might be experienced in a therapeutic 
way. Also, over the last five months I had developed a positive relationship 
with participant two, one that respected his personhood, and by putting 
participant two at the centre of this relationship ensured that I kept him 
central to the process of informed consent (Poythress 2007).   
However, it could be suggested that older participant two was a captive 
audience and that there was the potential to exploit the situation because I 
had developed such a good relationship with him over the last few months; to 
the point that the on-going research study was forgotten about (Sheldon and 
Sargent 2007). What I did not do here was blend into the background but 
brought the research study into the conversation, ensuring that participant 
two remembered my role as researcher (Brown-Wilson 2011; Pleschberger 
et al 2011). I also considered whether I would be causing him harm by 
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observing and recording the visit. The tensions in this situation could never 
be completely resolved and I had to make a decision in a short time frame. 
Combining my active reflections upon the right course of action with the 
ethical principles of autonomy and non-maleficence (Wheeler 2011; 
Beauchamps and Childress 2013) enabled me to accept SDUWLFLSDQWWZR¶V 
consent to continue participating in the study at this particular point in time.  
There was one occasion when I made the decision not to undertake an 
interview because an older participant was not well enough to give informed 
consent. On arriving at SDUWLFLSDQWVHYHQ¶V house she was more breathless 
than usual and had been using her CPAP machine all morning. She looked 
blue around the lips. When I asked her whether she was able to take part in 
an interview today she just shrugged her shoulders. Based on my knowledge 
of the effects of low oxygen levels I made the decision that the lack of oxygen 
was likely to impact on SDUWLFLSDQWVHYHQ¶V ability to make a decision to take 
part in the study on that day (Nickel 2006). She also clearly did not have the 
energy to give me a verbal response. I was also aware that talking to me 
about her recent experiences would be likely to do her harm as she would 
not be able to keep her CPAP machine on, thus, lowering her oxygen levels 
even further. I arranged to contact her the following week with a view to 
rescheduling the interview. 
Enabling on-going consent was also an issue in relation to the interviews.  
This concerned providing enough information regarding what I would ask all 
the participants during the interviews, so that they could provide informed 
consent; whilst at the same time enabling fluidity of content within the 
interview (Horrocks and King 2010). In reality some of the discussion topics 
changed each time depending on what had happened during a previous 
observational visit or if there had been any changes in the older participant¶V
situation, such as, transfer across care boundaries, ill health, and new 
service provision. Therefore, this required me to achieve a balance between 
giving enough detail of the areas to be covered, so that older participants in 
particular could make an informed choice to participate and know what to 
expect in the interview, without inhibiting the nature of what would be 
discussed (Wiles 2012). However, this was easier said than done. It became 
a particular issue in the case of two older participants where it became 
apparent to myself and the community matron, during observation visits, that 
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the care workers were not always providing an adequate service; either 
through direct care provision or in their communication with these older 
participants. I wrote in the field notes following a visit to older participant 
three: 
7RGD\¶VYLVLWKDVEHHQYHU\GLIILFXOWIRUDOORIXV2QDUULYLQJDWWKH
KRXVHZHIRXQGROGHUSDUWLFLSDQWWKUHH¶VFRPPRGHWRKDYHEHHQOHIt in 
a disgusting state, it is clear that the carers have not cleaned it 
properly for a lengthy period of time. I have found this whole situation 
very upsetting. Participant three is totally reliant on the carers to 
ensure that her living environment is clean and safe and they 
obviously have not done this. I feel that her care has been neglected 
and this has put her in a position that is degrading and embarrassing 
for her. She looked really forlorn during this whole episode. It is 
important that I ask her about this at the next interview although I need 
to consider how best to do this (4th field note: OP3). 
Prior to the subsequent interview a week later I felt nervous as I was aware I 
needed to let older participant three know that I wanted to ask her about the 
issue with the commode, yet at the same time I did not want to inhibit her 
talking about this. In order to stay in her own home she was totally reliant on 
the carers and therefore I realised that she may not reveal too much for fear 
of reprisals (Horrocks and King 2010). Before I engaged in this interview I 
mentioned to older participant three, as usual, that I would be asking her 
about the last visit that I had made with the community matron and was she 
happy to talk about this. I was not specific in mentioning the issue with the 
commode immediately and was aware that I had avoided the issue for fear of 
losing data, which made me feel more uncomfortable with myself. Therefore, 
I paid attention to how I raised the topic further on in the interview. I framed 
the question thus, 
µ1DPH,KRSH\RXGRQ¶WPLQGEXW,ZRXOGOLNHWRDVN\RXDFRXSOHRI
TXHVWLRQVDERXWWKHLVVXHZLWKWKHFRPPRGHWKDWODVWZHHN"¶(4th 
interview; OP3). 
By introducing the topic sensitively in this way I was able to renegotiate the 
boundaries of the interview, providing older participant three with the 
opportunity to say yes or no.  
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4.8.8  Consent of others in the field 
During the study it became apparent that during the planned visits with the 
community matron RWKHUSHRSOHZRXOGEHSUHVHQWLQWKHROGHUSDUWLFLSDQW¶V
home, such as, care personnel; hair-dressers; doctors; cleaners and other 
nursing staff. This raised a real tension as I was aware that these individuals 
had not given consent to take part in the study. Murphy and Dingwall (2007) 
highlighted the difficulties in controlling access to the research field during 
participant observation, particularly for those who have not given consent to 
take part in the study. Initially, I turned off the tape recorder and stopped 
writing notes whilst these individuals were present, however this led to a 
disjointed observation.  
I realised very quickly that these individuals were an important part of the 
ROGHUSDUWLFLSDQW¶VGDLO\OLIHDQGWKHUHIRUHLWZDVLPSRUWDQWWKDWthey were 
included in the field work. Initially, I decided to hand out information sheets at 
subsequent visits and follow the recruitment protocol. However, I realised 
that I did not have the time to hand out information sheets and wait for 
consent; also not all potential participants were always present in the field. 
Therefore, every time I encountered a new person I alerted them to the fact 
that I was undertaking a research project and gave a concise verbal account 
of the research that was currently taking place, specifically alerting the 
person to the audio-recording of the situation. Following this I gained verbal 
consent from that person to continue with the observation, note taking and 
recording. In this situation a prescriptive approach to obtaining informed 
consent was not appropriate, and I had to think carefully about how to solve 
the complex ethical issues that arose in this situation (Seymour et al 2005b).  
4.8.9  Confidentiality in the field  
,KDGDPRUDOREOLJDWLRQWRHQVXUHWKHSDUWLFLSDQW¶VDnonymity (Wiles 2012). I 
had to ensure that the identity of those taking part was not known outside the 
research team (Crow and Wiles 2008; Kaiser 2009) and measures to achieve 
this were put in place as access to the field was negotiated. I acknowledged 
that in the context of ethnography and the case study design absolute 
guarantees of anonymity could not be given, due to the nature of the 
structural linkage between participants (Lewis 2009). This was specifically in 
relation to the nurse participants as I would be spending time in their place of 
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work; therefore I ensured that I communicated to them that others may know 
of their participation. I ensured that I never discussed an older participant 
with the community matron in the shared office space to protect the 
anonymity of the older participant (Brown Wilson 2011). The community 
matrons also never verbally revealed who I was visiting with them. 
Furthermore, I always met the community matron DWWKHROGHUSDUWLFLSDQW¶V
home so no-one else in the nursing team knew I was attending a visit. 
4.9 Minimising distress in the field 
4.9.1  Participant distress 
Engaging in observation of others had the potential to lead to harmful 
consequences (Watt 2008). It was likely that some older participants would 
be experiencing stress and anxiety as a result of their health and wellbeing, 
therefore being observed could potentially heighten such anxiety. Here, I had 
to consider the benefits and the risks to the older participant, drawing on the 
principles of beneficence and non-maleficence (Beauchamp and Childress 
2013). I drew on my professional skills and knowledge, and those of the 
community matron, in order to make a decision whether to start or continue 
with an observation or not. This guarded to a certain extent against situations 
which would put the older participant in a vulnerable position. I observed all 
the clinical visits by the community matrons to the older participants.  
I was conscientious in my attempts to manage the observations to minimise 
distress and found this to be hard work. What I did not consider prior to the 
start of the study was how the recalling of current and past experiences could 
provoke the experience of loss (Watt 2008). This was brought to the fore 
early on in the study during my first observation visit to older participant one 
when I asked what I thought was a seemingly innocuous question. Whilst the 
community matron was in the kitchen I commented upon a photograph on the 
wall, which portrayed a young man and woman. The following extract is 
taken from my field notes: 
Whilst the care worker and CM went back in the kitchen at one point I 
pointed at a picture of (OP1), when she was young, with a sailor, I 
presumed this was her husband, older participant one clarified this. I 
noted that (OP1) became very emotional when talking about her 
husband; I wished that I had not made a reference to the picture and 
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felt uncomfortable that I had made her tearful. I apologised for making 
her upset and drawing her attention to her husband; she told me not to 
worry as she always got tearful and still wanted to talk about her 
husband. I made a note in my reflective journal that I would not ask 
about personal photographs on a first visit, but would introduce these 
as I became more familiar with and developed a relationship with the 
participants (1st field note: OP1). 
This felt like a salutary lesson; one that focused my attention on how I would 
introduce topics of conversation that could be sensitive and thus intrude on 
feelings that would never have been knowingly disclosed (Dickson-Swift et al 
2007). I learnt very quickly that there were certain areas that I would never 
ask about, on the first visit in particular, unless the participant introduced it 
first, such as, how many children they had. 
Developing a rapport with participants invites disclosure of sensitive and 
emotional experiences, specifically in interviews (Houghton et al 2010). I 
recognised that the experience of emotional distress is an integral part, not a 
by-product, of the interview process (Mackintosh and Morse 2009) therefore I 
was mindful that situations where participants became upset would occur. 
Moreover, it was important that I gave attention to some of these issues 
before I commenced the interviews.  At the beginning of the field work I was 
aware that for many of the older participants and significant others, 
conversations about ageing and reaching the end of life may be difficult, and 
that for some it would be an unwelcome topic; one that I would have to 
handle carefully.  I was cautious in making the decision to broach this with 
the older participants.  
A number of participants talked freely about their own life and death and I 
was able to follow their lead on this. For others, the community matron had 
discussed end of life care options during an observation visit and therefore I 
would discuss this at the subsequent interview. However, not all participants 
mentioned it or did not pick up cues around care options in the face of 
deteriorating ill-health therefore I did not probe further. Two family members 
also talked openly about the possibility that their relative would die and the 
LPSDFWWKDWWKLVKDGRQWKHP)RUH[DPSOH0DUWKD¶VGDXJKWHUGHVFULEHGLQ
her first interview how the last few months had been emotionally and 
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physically tiring and that how on many occasions she had thought her mother 
would not survive the multiple heart attacks and fall, as she stated: 
µ<RXJRWKURXJKLW¶VQRWTXLWHFKRRVLQJIXQHUDOPXVLFEXW\RX¶UHQHDUO\
WKHUHDQG\RXWKLQN,¶YHJRWWRSUHSDUHP\VHOI,¶YHJRWWRSUHSDUH
P\VHOI,¶YHGRQHWKDWLWVWDUWHGDW&KULVWPDVZKHQVKHKDGDERXWRI
FROLWLVVKHZDVUHDOO\UHDOO\LOOZLWKLW,WKRXJKWWKHQ,FRXOGQ¶WEHOLHYH
that she had survived. Then that started the frailty really, and then she 
was, although we were still going out shopping and to the garden 
centre, having a cup of coffee that sort of thing she was really quite 
frail and then she had a heart attack. She did have a heart attack 5 
years ago, the latest series the one in March. And I thought this is it 
and you go through all the emotional preparation and then she gets 
better and then she has a cataract operation and she comes through 
WKDWDQGILYHGD\VODWHUVKH¶VEDFNLQKRVSLWDODQG ,¶PJRLQJWKURXJKLW
DOODJDLQ6RLW¶VOLNHDUROOHUFRDVWHURIHPRWLRQVSUHSDULQJ\RXUVHOI
and then it not happening and you think I can get back to where we 
EHIRUHP\PXP¶VQRWJRLQJWRGLH$QGWKHQVKHKDVDQRWKHURQHDQG
\RXWKLQNVKHFDQ¶WSRVVLEOy come round after this and then the fall and 
,NQRZH[DFWO\ZKDWKDSSHQVZLWKIDOOVWKDW¶VLWEXWQRWZLWKPHPXP¶
(1st interview: SO5). 
I was also mindful that there would be situations where the community 
matrons could be asked questions relating to the death of an older 
participant, or where care situations were challenging.    
As I developed relationships with the participants this increased the potential 
for discussing sensitive topics as they disclosed their life experiences. Here, 
reminiscing for some older participants was difficult but it was something that 
they wanted to do; it appeared to reaffirm their identity (Lloyd et al 2012). For 
example, older participant nine recalled his experience of landing on the 
beaches of Normandy at the age of 18. Older participant three recalled how 
she had married late in life and then later in the conversation disclosed 
details regarding the death of her husband and step-daughter. Older 
participant ten always became upset when thinking about her past but it did 
not stop her recollections of how her life had changed following the death of 
her father in a road traffic accident when she was nine.  
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I ensured that I attended to any distress so that participants were given the 
opportunity to compose themselves and then decide whether to continue or 
not with the interview. Furthermore, I gave them the opportunity to decide 
whether to stop participating in the study. However, in these situations I felt a 
tension as I felt simultaneously guilty and excited about the data that was 
being generated. This unease in the collection of sensitive data has been 
highlighted by Dickson-Swift et al (2007). On reflection, I did not really want 
the participants to withdraw yet I did not want to upset them further. 
I felt that I had the necessary communication skills to manage such 
emotional distress, in particular I responded HPSDWKLFDOO\WRSDUWLFLSDQW¶V
immediate distress. Here I drew upon my professional code of conduct (NMC 
2008).  On reflection, at times I responded to participants with therapeutic 
skills, particularly in the presence of strong emotional reactions from the 
participants. Knox and Burkhard (2009) pointed out the dilemmas for health 
care professionals in using therapeutic skills suggesting that it can cause role 
confusion for participants, perhaps leaving them uncertain whether they 
participated in a therapeutic or research interview. This was clearly a tension 
for me. In using therapeutic skills in response to such situations, I 
DFNQRZOHGJHGWKDW,PD\KDYHLQIOXHQFHGSDUWLFLSDQWV¶LQWHUSUHWDWLRQVRIVXFK
events, perhaps compromising the integrity of the data collected during an 
interview (Haverkamp 2005). However, I recognised that I could not switch 
off my caring approach to the participants and that I automatically gave 
something of myself, in these situations therapeutic skills, and I felt 
comfortable doing so (Dickson-Swift et al 2007).   
4.9.2  Researcher distress 
It was important that I also considered the impact of the research on my own 
health and wellbeing (Dickson-Swift et al 2007). I experienced many 
situations, especially during the interviews, where the older participants 
disclosed sensitive and personal information to me. Furthermore, I was 
exposed to complex situations whilst undertaking the care visits with the 
community matrons. This often led to me witnessing difficult and distressing 
circumstances for the older participants. Over time, I did not become de-
sensitised to these situations, as has been illustrated in other studies 
(Morgan and Krone 2001). On reflection, at times I became overly immersed 
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in these situations and this effected how I interpreted the experience of the 
older participant in subsequent observations. As Warr (2004) suggested I 
became emotionally vulnerable. Furthermore, I was exposed to situations 
that gave me a heightened sense of my own mortality and vulnerability and 
how this might be acted out in later life. This was compounded by the nature 
and length of the field work. Over the two and a half years in the field I 
became intermittently physically and emotionally exhausted; this often 
influenced my interpretation of a given situation (Dickson-Swift et al 2007).   
Early on in the field work I made arrangements to meet with my supervisors, 
or make telephone contact, on a regular basis to discuss any situations or 
feelings that the experience of being in the field triggered. This provided me 
with the necessary social and emotional support when undertaking this 
challenging work (Hayward and Tuckey 2011). For example, over a period of 
two weeks in the first year of data collection I was exposed to two difficult 
situations. I found these to be demanding and the cumulative effects led me 
to feel upset and drained. This prompted me to make a phone call to my 
supervisor to discuss my feelings surrounding these. In the first situation it 
became apparent that the care workers had not been cleaning older 
SDUWLFLSDQWWKUHH¶VFRPPRGHRYHUDORQJSHULRGRIWLPH, and it was encrusted 
with faeces7KHIROORZLQJZHHNZKHQHQWHULQJROGHUSDUWLFLSDQWRQH¶VKRXVH
with a care worker we found her on the floor following a fall in the middle of 
the night. I wrote the following in my fieldwork journal: 
This has been another difficult week. Today older participant one was 
found on the floor of her bedroom; she had fallen out of bed at 2am in 
the morning and lay there all night. I found this situation really 
upsetting; older participant one was in a really vulnerable position. The 
care workers stated that they were not allowed to help her up. I feel a 
mixture of emotions: anger, frustration, sadness, distress. Combined 
with the commode situation, that I experienced with older participant 
three last week, I feel really drained emotionally; I have had to draw on 
inner reserves to be able to cope with this. Must contact supervisor.     
On occasions I felt that I was unable to maintain a position that provided 
DFFHVVWRWKHSDUWLFLSDQWV¶H[SHULHQFHZLWKRXWEHFRPing overly involved and 
influenced.  Whilst it could be argued that this introduced bias to the fieldwork 
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(Brewer 2000) I considered that this was not detrimental to the experiences 
that I endeavoured to explore. Nicholson (2009) suggested that research that 
attempts to examine the complexity of ageing must connect with the 
ambiguities and emotions that this raises for the researcher. Therefore, I 
ensured that within my fieldwork journal I illuminated my actions, feelings and 
thoughts regarding a particular situation and how they influenced that 
situation.       
4.10  Presence in the field 
It is important to acknowledge that my role of researcher and my presence as 
observer-as-participant in the field clearly influenced the 'social action' that I 
observed and listened to. Although I did not claim to be capturing 'what is 
there' as reality, but one interpretation of reality (Atkinson et al 2007) it was 
still necessary to consider my influence on the situation. Blackwood (1995, 
p53, cited in Hobbs and Wright 20FRQFOXGHGWKDWµLGHQWLWLHVLQWKHILHOG¶
DUHQHYHUVWDEOHQHYHUVLPSO\GHILQHG¶, realised that how I was perceived 
by others would influence the data I collected, for example, in terms of being 
a researcher, a professional, a  woman and middle-aged. 
During the process of observation I acknowledged that I could make the 
participants feel uncomfortable which may have altered the interaction 
between the community matron and the older participant, some care 
activities and also possibly some of the outcomes. This was in part 
influenced by how the participants viewed me, in particular how I was 
perceived within the context of the visit. For example, the community matrons 
were always nervous during the first observation visit within a case, possibly 
because they felt that their clinical practice was under scrutiny. I was in a 
powerful professional position as a nurse researcher from an external 
organisation and it is likely that the perceived threat of sanction impacted 
upon their clinical performance (Sheldon and Sargeant 2007).  On reflection, 
this could have been an issue for the care workers involved in the care of 
some older participants. Only two out of fifteen agreed that I could observe 
them during a visit, and none of them would agree to take part in an 
interview. During the early part of the field work local authority care provision 
was undergoing a major organisational review and it is likely that the 
personnel I encountered felt threatened by my study. In particular, they may 
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have been concerned that it could have a negative impact on their future 
employment.  
4.10.1 Personal front 
It was also important to consider other personal characteristics that 
influenced the context of the observations and the relationships that 
developed. Hammersley and Atkinson (2007) highlighted the importance of 
UHFRJQLVLQJDVSHFWVRIµSHUVRQDOIURQW¶DVWKH\PD\OLPLWWKHQHJRWLDWLRQRI
µLGHQWLWLHV¶DQGUHODWLRQVKLSVLQWKHILHOG0RUHRYHUWKH\DUHOHVVRSHQWR
management. On the whole I felt that my gender positively enhanced the 
development of relationships with the community matrons and the older 
participants. During the visits I observed many intimate care activities and I 
think that this may have been more difficult if I had been a male researcher. 
On reflection this was also bound up with my professional background as a 
nurse, which is still a female dominated workforce. Therefore, I think that the 
participants generally found it acceptable for me to be there.  
As well as social categories partiFLSDQWV¶UHVSRQVHLVIXUWKHULQIOXHQFHGE\
whether membership of a group is shared. Miller and Glassner (2011) 
suggested that where the researcher does not share membership of the 
group social difference can lead to mistrust or misunderstanding between the 
researcher and participant. This can influence the response of participants 
and the ability of the researcher to ask the right questions. It was likely that I 
shared some attributes, thus membership, with the community matron 
participants, in terms of my age, gender and professional qualification. As a 
middle-aged woman I was a similar age to them. Alongside my gender, I 
think that this made us more able to relate to each other and share common 
experiences, which in turn positively enhanced the relationship and 
development of the field work. This was also the case with two of the family 
caregivers as they were both middle-aged and female. Furthermore, I started 
to care for an ageing parent half way through the period of field work. It was 
less likely that I shared membership with the older participants therefore I 
acknowledged that the meaning systems of older adults would be different to 
mine. I did not assume an understanding of ageing in later life just because 
of my own experiences of ageing up to that point.  
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One aspect of my personal front that I could manage consistently was my 
appearance and dress code. I paid attention to how I presented myself to all 
the participants, particularly during the first visits in the field. During 
observation visits I adopted a smart dress code that I felt to be acceptable 
within the context of the professional encounter; this was different to the 
corporate suits worn by the community matrons. I hoped to avoid confusion 
for the older participants that I was there as a clinical colleague whilst at the 
same time communicating my professional attitude towards my researcher 
role (Hobbs and Wright 2006; Atkinson et al 2007). Another aspect of 
personal front was the use of language and I ensured that I introduced myself 
in the same manner to all participants. Although I acknowledged that this 
could be different with male and female older participants, and those with 
different roles. It could also change as I developed relationships with 
participants.  
4.10.2 2EVHUYHUUROHµLQVLGHU¶DQGRUµRXWVLGHU¶ 
Hammersley and Atkinson (2007, p112) described how the researcher needs 
WREHµLQWHOOHFWXDOO\SRLVHG¶EHWZHHQWKHIDPLOLDULW\DQGVWUDQJHQHVVRIDJLYHQ
situation, therefore I had to consider whether I was approaching the field as 
an insider or outsider. Breen (2007) recognised that the participant 
observation role is on a continuum between insider and outsider and that this 
can offer constraints as well as insights into the situation being observed. 
Furthermore, these positions are not absolute and may change overtime. 
+DPPHUVOH\ DQG $WNLQVRQ  UHIHUUHG WR WKH UHVHDUFKHUV µPDUJLQDO¶
SRVLWLRQWU\LQJWREDODQFHWKHµRXWVLGHU¶DQGµLQVLGHU¶YLHZV 
$W WKH SRLQW RI HQWU\ WR WKH ILHOG , FRQVLGHUHG P\VHOI WR EH DQ µRXWVLGHU¶
because I did not work for the organisation and also I was a new person 
within the context of the care relationship between the community matron 
and the older participant. I was able to use this status positively to explore 
situations from a less subjective perspective. For example, in the case of 
older participant three I noted at the second observation she had been very 
unhappy with the conduct of her general practitioner towards her during a 
recent home visit. She continued to mention this episode at subsequent visits 
and I recorded in the fourth observation field notes: 
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(OP3) has mentioned again how she was made to feel during the visit 
by GP about her breathing, this is the third time. It seems as if this 
incident has really rattled her as well as having a real impact on her 
ability to manage her episodes of breathlessness and panic. The CM 
does not seem to be picking this up and is focusing on her inhaler 
technique again. Note to self: explore this with (OP3) at the next 
interview (4th field note: OP3). 
%HLQJDQRXWVLGHUPHDQW WKDW , FRXOGDVNPRUH µQDwYH¶TXHVWLRQV WRH[SORUH
and clarify issues. For example, during the field work I observed that there 
were a number of role tensions between the community matrons and other 
organisations involved in the care of the older person. The following extract 
from case four illustrates this:  
When the community matron and I arrived at ROGHU SDUWLFLSDQW IRXU¶VKRXVH 
unbeknown to us the social worker was already there. The following extract 
from the interview illustrates how I was able to ask about her inter-
professional working and challenges to her role: 
JS: At the last visit the SW was already there, you seemed surprised 
at this? 
CM: I was very unhappy about that. The social worker had had no 
FRQWDFWZLWKPHVRVKHREYLRXVO\GLGQ¶WNQRZWKDW,KDGEHHQLQYROYHG
with (OP4) and this has an impact on care not knowing what is going 
on. I think when you have got a patient and you are talking to each 
other, social services and health, you can actually sort things out and 
KDYHDFRQYHUVDWLRQDURXQGWKDWSDWLHQW«LI,¶GJRWWKDW6:VQDPH,
could have rung her up and said can we do a joint visit, it  works much 
EHWWHUWKDWZD\¶ 
JS: Do you find it difficult to work with social services? 
CM: Yes when there is no communication. (Case account: OP4) 
+RZHYHUDWWKHVWDUWRIWKHVWXG\,DOVRFRQVLGHUHGP\VHOIWREHDQµLQVLGHU¶
and therefore I had to balance these competing perspectives in the field. I 
was an insider because of my professional nursing registration and I was 
able to use my nursing knowledge and clinical insights positively within the 
observations. For example, I had an understanding of most of the health 
conditions and their subsequent care requirements and was also familiar with 
some of the terminology and the equipment that was used. This meant that I 
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was able to maintain focus during the observations without worrying that I 
had misunderstood something. However, I also felt an µRXWVLGHU¶ WR VRPH
extent in relation to my professional status as I was not currently practicing 
as a nurse. Moreover, my area of clinical expertise had been within the 
intensive care environment in a teaching hospital. I perceived this to be a 
strength as I had very little experience of the community matron role or 
ZRUNLQJSURIHVVLRQDOO\ LQDSHUVRQ¶VKRPH WKHUHIRUH ,ZRXOGQRWEH IDPLOLDU
ZLWK ZRUN µURXWLQHV¶ RU µODQJXDJH¶ , ZDV DEOH WR GLVWDQFH P\VHOI WR VRPH
extent from events and not take issues for granted.  
An example from the field notes taken during an observation with older 
participant one and the community matron highlighted this: 
On driving back to the Medical Centre in the community matron¶VFDU,
commented on how the care worker had talked as if OP1 was not in 
the room. The first response from the community matron ZDVµ,GLGQ¶W
GRWKDWGLG,"¶,QWKLVLQVWDQFH,ZDVDEOHWRUHVSRQGWKDWVKHKDGQRW
although I thought that it was interesting that she had not noticed that 
the care worker was doing this. The community matron then went onto 
mention that (name of older participant) did not like this particular 
member of staff and that there were always tensions at meal times. 
We discussed how it must feel being ignored and this was possibly 
making the situation worse (2nd field note: OP1). 
+HUHEHLQJDQµRXWVLGHU¶KDGFOHDUO\HQDEOHGPHWRFRQVLGHUKRZWKHcare 
worker had spoken to older participant one. The community matron had not 
picked this up, possibly because she was familiar with the situation and the 
member of staff and also she was busy trying to manage older participant 
RQH¶V medications at the same time. What this also demonstrates is that the 
relationship between µLQVLGHU¶DQGµRXWVLGHU¶LVG\QDPLFDQGQRWQHFHVVDULO\
one or the other at any given time (Murphy 2005). As the extract above 
VKRZV,DOVRXVHGP\µLQVLGHU¶VWDWXVWRUDLVHDSURIHVVLRQDOLVVXHLQD
positive way. This then enabled a discussion of the community matron¶s own 
communication skills as well as the relationship between older participant 
one and the care worker. 
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4.10.3 Role fluctuation 
As my role of participant observer evolved and I developed relationships with 
all the participants I accepted that in some contexts I became more of an 
µLQVLGHU¶WRWKHVLWXDWLRQIXUWKHUPRUHmy role of observer-as-participant 
altered and fluctuated. This positively enhanced the collection of data as well 
as creating difficult challenges.    
Over time, the development of a relationship between all the participants 
enabled me to become accepted as a member of the situation; this meant 
that increasingly my role became that of participant-as-observer. This was 
dependent on my ability to develop a trusting relationship with the 
participants and was enhanced by the following: honesty; friendliness, 
openness. In particular, ,SDLGDWWHQWLRQWRSXUVXHµQRUPDO¶VRFLDOLQWHUFRXUVH
alongside my research interests; this enabled the participants to feel at ease 
(Hammersley and Atkinson 2007). Consequently, over the course of their 
involvement with the study all of the older and community matron participants 
called me by first name. In relation to the community matrons when based in 
the various health centres, my opinion would be sought on general issues 
relating to clinical practice. This often led to frequent discussions regarding 
their views on providing end-of-life care to older people and the challenges 
they faced. 
With permission I started to engage in a number of basic care duties in the 
ROGHUSDUWLFLSDQWV¶KRPH, such as making cups of tea, emptying commodes, 
and running a bath. Occasionally, I would assist the community matron to 
weigh a participant; one particular participant was unsteady on her feet and it 
became common place for the community matron to weigh her when I was 
present. On the whole I felt comfortable undertaking these activities and felt 
that this reciprocity assisted in maintaining the trust of the community 
matrons and the older participants in my role as researcher (Seymour et al 
2005b). However, it was more than that; I actually wanted to give something 
back to the older people that I was getting to know.  
On reflection a real strength of becoming an intermittent participant-as-
observer was that it enabled me to access experiences that further 
illuminated how the older participants managed their daily lives; these would 
have been inaccessible had I remained purely an observer-as-participant. 
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For example, on the penultimate visit to older participant one she expressed 
her unhappiness with the carers as she had not had a bath for six weeks 
because they were always too busy. The community matron suggested that 
she had a bath whilst we were there; I offered to run the bath. The following 
extract from my field notes illustrates this: 
Older participant one mentions that she might have a bath that 
afternoon. The community matron DVNVZK\VKHGRHVQ¶WZDLWXQWLO
carers are here. She says that they always say that they are too busy 
so she tells them to get oIIWKHQµ,¶PQRWVWRSSLQJ\RX¶7KHcommunity 
matron suggests that she has one whilst we are there, even though 
she has a busy day with some extra visits; I offer to run the bath. 
When I get upstairs I notice that there is a second Zimmer frame at the 
top of the stairs. There is quite a distance from the bathroom to the 
bedroom and I note to myself to ask older participant one how she 
manages with the distance (extract from 6th field note: OP1). 
By going upstairs to run the bath I was able to get a sense of the physical 
space that older participant one had to manage and I asked her about this at 
the next interview.  
However, becoming a participant-as-observer made the task of observation 
difficult as I still had to observe what was happening and write down the 
observations, even whilst engaging in some basic care activities. This 
became especially difficult if I had left the room and I had to rely on the 
audio-recordings to give me an idea of what had been happening during that 
part of the consultation. In these situations I listened to the audio-tape the 
same day and matched this with my field notes, noting when I had left the 
room.  
I also became more visible and at times during an observation visit the older 
person would turn to me and ask me personal questions. For example, how 
had my holiday been, how were my children; particularly when the 
community matron was writing in the notes. I would respond to these 
TXHVWLRQVKRZHYHURIWHQIHOWXQFRPIRUWDEOHDV,GLGQRWZDQWWRµWDNHRYHU¶WKH
consultation, but at the same time did not want to appear abrupt in my 
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response. Furthermore, by giving the older person my attention during these 
conversations meant that I was not as attentive to the situation as a whole.   
I realised that such rapport could also have negative effects and introduce 
bias to the process of data collection and analysis (Brewer 2000). For 
example, where I became familiar with the routine of visits I considered 
myself WRKDYHµJRQHQDWLYH¶+DPPHUVOH\DQG$WNLQVRQ). I noticed that 
my field notes became less detailed the longer I remained in the field with a 
community matron and older participant. On reflection it is likely that the 
familiarity of the situation led me to miss things, for example, around the 
routine monitoring of vital signs such as blood pressure, pulse and 
WHPSHUDWXUH$QRWKHUFRQVHTXHQFHRIµJRLQJQDWLYH¶ZDVWKDWDWWLPHVGXULQJ
visits, I asked questions about something that had been happening to the 
participant which influenced the direction of the consultation. For example, 
during the third observation visit to older participant four she was complaining 
of pain and I found myself asking her where the pain was before the 
community matron had the chance to pick up this cue. 
4.10.4 Role of researcher versus nurse 
In this study my intention was to bring the role of researcher to the fore. In 
doing so I acknowledged that situations could arise that created challenges 
for my professional responsibility as a nurse. Murphy (2005) and Brown 
Wilson (2011) have highlighted the tensions that are created between a long 
established nursing identity and the emerging identity as a field worker.   
2FFDVLRQDOO\P\µGXW\RIFDUH¶DVDQXUVH10&FDPHWRWKHIRUHDQG,
made the decision to assist the community matron in managing a difficult 
situation; as described earlier in the case of participant three and cleaning 
the commode. During the interviews I encountered situations where there 
KDGEHHQGHWHULRUDWLRQLQDQROGHUSDUWLFLSDQW¶VKHDOWKFRQGLWLRQ+HUH, I faced 
a dilemma regarding what role to adopt in such circumstances. I found that I 
could never ignore a clinical issue however my response would vary 
depending on my interpretation of the severity of the situation. For example, 
on visiting older participant one for her third interview it was clear that her 
breathing was worse and both her ankles were more swollen than normal; 
she commented upon this herself. Her community matron was on holiday and 
older participant one was worried that she would get worse before she 
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returned. I suggested to her that I ought to contact another community 
matron and she agreed to this. Consequently, older participant one¶VZDWHU
tablets were increased following a visit from the community matron¶V
colleague.  
Similarly older participant three complained that her breathing was worse 
during the third interview. I noted in the care notes that an emergency 
practitioner had been called out at the weekend, although older participant 
three had refused to be admitted to hospital. I considered that older 
participant three¶VEUHDWKLQJKDGEHHQWKHVDPHDVWKHSUHYLRXVYLVLW
however I still asked whether she wanted me to call the community matron. 
She declined and mentioned that she would wait until the community 
matron¶VQH[Wvisit in a couple of dayV¶WLPH,GLGPHQWLRQWKLVissue to the 
community matron over the phone following the interview and she stated that 
VKHZDVYLVLWLQJLQDFRXSOHRIGD\V¶WLPHDQGWKDWWKLVZDVQRWDn unusual 
experience for older participant three.  
4.10.5 Developing attachments 
The blurring of boundaries during interaction between the researcher and 
participants was not unproblematic, and I did develop strong relationships 
with some of the older participants and the community matrons (Dickson-
Swift et al 2006). I had intended to develop a rapport with the participants 
whilst remaining inside the formal role of the researcher. However, this 
became harder as I got to know the participants over time and where the field 
work became more intense. To develop the rapport I felt that it was important 
to maintain a warm and interested approach with all the participants. Over 
time this meant revealing my personal life experiences, and emotions, when 
appropriate, in order to develop an appropriate rapport with the different 
participants. I also demonstrated reciprocity by running small errands, for 
example, older participant one had run out of milk during an interview visit 
and her neighbour did not shop until the following day. I was mindful that 
such reciprocity overtime could lead to the development of other relationships 
such as friend and colleague, which it did. However, I considered it a 
SULYLOHJHWREHDOORZHGDFFHVVLQWRWKHROGHUSDUWLFLSDQW¶VKRPHVDQGWRVHH
them in potentially vulnerable situations; as well as observing the work of 
community matrons. I felt that it was important to give something back to the 
participants.  
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4.11  Chapter Summary 
This chapter presented the methods of data collection and the process of 
data analysis undertaken in the field. Ethical issues encountered during the 
period of field work were explored and a reflexive approach to being in the 
field was demonstrated. The next chapter will introduce the ten case studies. 
It will also detail the first of three key findings.  
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Chapter 5: The study findings 
This chapter presents the ten case studies and the participants that comprise 
each case. It also reports the first of three key findings that illuminate the 
experience of frailty in later life, based on the analysis of the observational, 
interview and documentary data from the case studies. Extended case study 
examples are sometimes used to further illuminate the nuances relating to the 
experience of frailty, particularly over time. 
5.1  Case study participants 
A case comprised an older person, a community matron, and sometimes a 
significant other, such as, daughter, neighbour (See Table 4). The age of the 
ten older people ranged from 77 to 91 years, with a median age of 84 years; 
seven were women and three were men. All of them lived alone at home and 
all were receiving care from the community matron service. The four 
community matrons who took part were all female and aged between 40 and 
55. The number of years they had been qualified as a nurse ranged from 20 
to 37 years. All had been in post as a community matron since the service 
commenced in 2005. Prior to this three had worked as district nurses; one 
had been a practice nurse. Table 4 presents details of each case and the 
involvement of the participants in the study; the older people have been given 
pseudonyms.  
Case 1: Vera 
9HUDKDGEHHQRQWKHFRPPXQLW\PDWURQ¶VFDVHORDGIRUWKUHH\HDUV
following referral from another specialist nurse. She had been widowed for a 
number of years and had a married daughter who lived locally. She lived in a 
three bedroom house.  In the past she had worked as a cleaner and home 
help. Her past medical history was complex, including, coronary heart 
disease; congestive cardiac failure; COPD. At the time of referral to the 
community matron VHUYLFH9HUD¶VPDLQSUREOHPVZHUHoedematous legs; 
social isolation; unstable blood pressure; and risk of falls. She received carer 
visits four times a day and a neighbour supported her with shopping. She had 
recently had a respite placement in a local care home and she had a city 
wide alarm system in place.   
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Table 4: Details of the cases including the number of observations 
and interviews undertaken and the time frame in study  
Case 
Study 
Ethno-
graphic 
Observ-
ations 
(n) 
Inter- 
views 
with 
Older 
Person 
(n) 
Documentation 
review 
Supplementary 
Interviews 
Participant (n) 
Status 
at end 
of 
study 
period 
Time in 
study 
(months) 
Vera 6 6 Yes CM (2) Neighbour (1) Died 10 
Keith 6 6 Yes CM (2) 
 
Alive 10 
Esther 6 6 Yes CM (1) Died 11 
Grace 3 1 Yes CM (1) Died 4 
Martha 6 6 Yes CM (2) Daughter (2) Alive 9 
Derek 6 6 Yes CM (2) Died 8 
Amelia 5 5 Yes CM (1) Died 6 
Christine 6 6 Yes CM (2) Daughter (1) Alive 7 
Stephen 6 6 Yes CM (2) Died 8 
Eve 6 6 Yes CM (2) Alive 
 
6 
Total 56 54 
 
20 
CM     (17) 
Other (4) 
  
 
Case 2: Keith 
Keith had been receiving care from the community matron for almost two 
years, following a referral from his family doctor. He had been widowed in the 
last five years, and shortly after this his daughter had died. He had two 
married sons who lived in the region. He lived in a one bedroomed bungalow. 
He had been a driver for a local steel works firm. He had numerous health 
problems, including diabetes, coronary heart disease and COPD. He was 
referred to the community matron service for assistance with symptom and 
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medication management. At the time of recruitment to the study he received 
an evening call from carers to prepare an evening meal.  
Case 3: Esther 
Esther lived on her own in a three bedroomed semi-detached house. She 
had been widowed for many years and had no contact with any living 
relatives; she had no children of her own. She worked in the steel works as a 
young woman. She had been referred to the community matron service by 
social work services and had been on the community matron¶VFDVHOoad for a 
couple of years. Esther was receiving care services three times a day. She 
had supportive neighbours who helped her with shopping and washing. 
(VWKHU¶VPDLQKHDOWKSUREOHPVZHUH COPD, hypertension and angina. She 
had a history of falls and was in possession of a city wide alarm. She had 
previously had two episodes of respite care in two separate local nursing 
homes.  
Case 4: Grace 
Grace lived on her own in a one bedroom upstairs flat. Her husband had died 
many years ago. She had one married son who lived locally. Grace had been 
a child minder all her working life. She had been recently referred to the 
community matron service by a local community nursing team. She had 
numerous health problems which included: asthma, diabetes and stroke. She 
paid a private carer for two hours twice a week to assist with daily living 
activities.  
Case 5: Martha 
Martha had been widowed for many years and lived on her own in a three 
bedroomed semi-detached house. She had two married children who lived in 
the city. Martha had worked as a dinner lady. Martha had been recently 
referred to the community matron service following two heart attacks. She 
had been referred by a specialist nurse. Martha had a number of health 
problems which included ischaemic heart disease, irritable bowel syndrome, 
and cervical spondylitis. She received no support from care workers. 
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Case 6: Derek 
Derek lived alone in a two bedroomed part-owned council house. He had 
been widowed for several years. He had three children, two sons and one 
daughter; one lived outside the region. He had worked in the steel industry in 
the Rolling Mills, and had seen active service as a soldier during the Second 
World War. Derek had been recently referred to the community matron team 
by his family doctor. He had a number of medical conditions, these included: 
COPD; heart failure; and diabetes. He received no support from carers. 
Case 7: Amelia 
Amelia was divorced and lived on her own in social housing. She had lived in 
the area all her life. She had two daughters who lived locally and offered her 
support as and when it was needed. She had worked as a home carer all her 
life. Amelia had been on the community matron¶VFaseload for a year and 
had been referred by her family doctor. She was suffering from end-stage 
COPD, osteoporosis and hypertension. She received visits from carers three 
times a day.   
Case 8: Christine 
Christine had been receiving care from the community matron for several 
years, following a referral from the family doctor. She lived on her own and 
had been widowed for nearly a decade. She had two daughters who lived in 
the vicinity and who supported her with various activities of living. She had 
been receiving visits from care workers four times a day for many years; she 
also had access to a personal alarm system in case of emergencies. Her 
main health problems included coronary heart disease, irritable bowel 
syndrome and osteoporosis.  
Case 9: Stephen 
Stephen was a single man who lived alone in a one bedroomed flat. He was 
supported at home by a nephew and other members of his extended family. 
He had worked for the water board all his life and had seen active service in 
the Second World War. He had been receiving visits from the community 
matron service for just over a year, following a referral from the hospital. His 
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main health problems were COPD and coronary heart disease. He received 
no support from carers, however did have a city wide alarm.   
Case 10: Eve 
Eve lived alone in a three bedroomed terrace house. She had been widowed 
for many years. She had three married children, all who lived out of the area; 
DOWKRXJKKHUGDXJKWHUYLVLWHGHYHU\ZHHN6KHKDGZRUNHGLQKHUKXVEDQG¶V
business all her working life. She had been on the community matron¶VFDVH
load for a number of years following a referral from her family doctor. She 
received visits from carers four times a day. Her main health problems were 
coronary heart disease, epilepsy and arthritis.  
5.2  Transitions in health and illness in later life 
This section reports the findings related to transitions in health and illness 
that the older people in this study experienced in later life. The lives of these 
older people were shaped by the nature and process of their transition 
experiences; yet my widely held assumptions about the experience of 
transition were challenged. Of particular interest is the meaning that older 
people ascribe to such experiences in the context of their life course. These 
findings provide an opportunity to develop a critical understanding of the 
diversity and complexities within transition experiences in order to enhance 
the way that health and social care professionals engage with, and provide 
supportive care for, frail older people. 
Four themes arose from the analysis of the data, which characterise 
transitions in health and illness in later life. The experience of transition 
examines the types and patterns of transition relating to health and illness 
and the impact these have on daily living. Managing transitions in health and 
illness details the extent to which older people are able to actively engage in 
the process of transition. Such an examination reveals how transitions often 
lead to periods of heightened vulnerability where older people encounter 
difficulties in managing their daily lives. Making sense of deterioration 
demonstrates how future lives are shaped by the experience of transition in 
the context of ageing. Support networks explores how formal and informal 
networks support an older person in managing their daily routines in the 
context of ill-health. 
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5.2.1 The experience of transition in health and illness 
5.2.1.1 Disruption to daily life  
It ZDVDSSDUHQWIURPOLVWHQLQJWRWKHPDMRULW\RIWKHROGHUSDUWLFLSDQW¶V
accounts that over time, transitions in health and illness had led to the 
experience of physical decline, with subsequent disruption to daily routines. 
On the whole disruption of such routines was expressed as losses and the 
older participants in this study were able to articulate those losses, although 
these were expressed in different ways depending on the degree of decline 
and individual circumstances. Not being able to go out was a key loss 
associated with physical decline and ill-health. Moreover, a combination of 
physical immobility and fluctuations in health influenced the ability to sustain 
wider social relationships. For example, Esther described how she used to 
regularly go out for lunch and shopping with a friend: 
µ0\IULHQGKDGDFDU6KHKDVQ¶WJRWLWQRZEXWVKHKDGDFDU6KHXVHGWR
EHDEOHWRFRPHDQGWDNHPHDQGZH¶GJRIRUDPHDOWZLFHDZHHNSHUKDSV
EXWLWJRWWRWKHSRLQWWKDW,FRXOGQ¶WZDONWRWKHFDU,FRXOGRQly walk around 
the house with that (points to mobility trolley). I needed the support. When I 
JRWWRWKHGRRU,¶GEHORVW,¶GQHHGVRPHWKLQJWRKHOSPH%XWVKHKDVQ¶WJRW
WKHFDUQRZVRDOOWKDW¶VGURSSHGRII6KH¶VWKHVDPHDVPHVKH¶VLQKHU
eighties. 6KH¶VOLNHPHVKHFDQ¶WGRZKDWVKHXVHGWRGR¶VWLQWHUYLHZ
OP3). 
Similarly Martha described how part of her daily routine had been to talk to 
her neighbour over the garden fence and she missed that: 
µ1DPHZRXOGNQRFNRQWKHZLQGRZDQG,ZRXOGJRRXt and stand at the 
SULY\DQGFKDWZLWKKHU,KDYHQ¶WEHHQDEOHWRGRWKDWDOO\HDU,¶YHFRPHRXW
RIP\URXWLQHDQG,¶PDOOXSVHW¶QGLQWHUYLHZ23 
Not being able to manage the home environment was another outcome of 
physical decline. For the women in particular not being able to keep the 
house clean was an intermittent cause of frustration. Vera recalled how she 
was no longer able to do her housework: 
µ,FDQ¶WFOHDQDQ\PRUH,XVHGWREHULJKWDFWLYHDQGLW¶VJRQH,XVHGWRVWDQG
on the steps and clean the windows. I used to run up and down (pause) it 
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DQQR\V\RX,¶PDOZD\VORRNLQJDURXQGIRUVRPHWKLQJWRFOHDQ¶VW
interview: OP1). 
The loss of physical capacity was expressed in other ways. Christine often 
mentioned that she could not read books anymore because of her failing 
eyesight. This was a great source of distress to her as reading had been a 
passion all her life and was the one activity that compensated for not being 
able to go out. Eve was hard of hearing and she commented on how this 
made it difficult to engage in conversations especially when she attended a 
weekly luncheon club. 
For some older participants in the study deterioration in their mental health 
and wellbeing intensified the effects of physical decline. Over a period of a 
few months both Vera and Keith experienced episodes of low mood and at 
times this compromised their ability to manage their daily living and further 
GLVUXSWHGWKHLUGDLO\URXWLQHV)RUH[DPSOHDV.HLWK¶VPRRGGHWHULRUDWHGKH
began to have problems managing his diet and this impacted upon the 
control of his diabetes. Furthermore, towards the end of the study period I 
observed how he was less interested in his physical appearance and 
personal hygiene to the extent that he began to neglect himself and forget to 
take his medications. 
5.2.1.2 Getting used to disruption 
Although all the older participants talked about the losses and limitations to 
daily living brought about by illness and physical impairment it appeared that 
some had adjusted to the problems expressed. In fact, some commented that 
they had been in their current position for a number of years. This suggests 
that for some older people an end point to a particular transition in health and 
illness can be achieved, with subsequent stability. For example, Esther had 
not been outside the house for four years and Vera had employed a cleaner 
for ten years. In these situations the effects of illness and physical 
impairment, and its associated losses, appeared to have been accepted and 
a new level of lower overall ability was accommodated. Moreover, the 
physical impairment appeared to have been redefined so that it became part 
of the background of daily life and therefore, in the context of daily living, did 
not seem to be a current issue. So, although Esther was not able to go out, 
she was able to mobilise within the home so that she could manage her daily 
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routine. Thus, even though the impairment shaped life it was possible for an 
older person to redefine their ill-health and physical impairment and adapt to 
the disruption.  
On further examination accommodating disruption was a complex process 
which required an older person to achieve a sense of balance in their lives. 
This involved the management of the loss experienced, as a result of ill-
health and disability, whilst at the same time securing continuity in daily 
activities. For example, Martha experienced a major transition in her health 
after suffering two heart attacks within quick succession. This was followed 
three weeks later by a fall where she fractured her femur, prompting a 
lengthy stay both in hospital and an intermediate care unit. At the beginning 
RIWKHVWXG\LWZDVFOHDUWKDW0DUWKD¶VKHDOWKSUREOHPVDQGSK\VLFDOGLVDELOLW\
appeared to have led to a disruption of her previous life style. What came 
across very strongly was the sense of loss she was experiencing as a result 
of not being able to go out. Martha consistently described how she had been 
fit and active, managing to get into town on public transport a couple of times 
a week, as she recalled during the first interview: 
µ,MXVWPLVVJRLQJRXW,PLVVLWDZIXO%HFDXVH,DOZD\VZHQWLQWRWRZQZHOOD
FRXSOHRIGD\V,KDGEHHQJRLQJLQWRWRZQ7XHVGD\VDQG)ULGD\VE\P\VHOI¶
(1st interview: OP5). 
Early on in the study I also observed the changes to her mobility. During the 
second observation visit, following the fall, Martha did not get up from her 
chair at all. This had been different to the visit four months previously where 
she readily, and with relative ease, got up to collect items for the community 
matron. Furthermore, I observed how difficult she found it to get out of her 
chair and walk to the scales so that the community matron could weigh her. 
Over time Martha showed signs of recovery and at each successive interview 
she spoke of new accomplishments. Initially she had been unable to manage 
her personal hygiene or cooking, but as time passed she could manage 
some activities sitting down, as she recalled in the third interview: 
µ,FDQVLWDQG do little things; I sat and sewed a button on here. My peg bag 
was coming apart so I sat and sewed that. Just sat in the kitchen and done 
VRPHYHJHWDEOHVWRGRVRPHEURWKDQRWKHUGD\¶UGLQWHUYLHZ23 
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 Two months later she was able to undertake many daily living activities, 
including personal washing and dressing, cooking and hanging out washing, 
adopting new strategies and techniques where appropriate. However, she 
was left with a permanent disability due to the shortness in her leg following 
the fracture. Over time she made fewer references to the period before the 
heart attacks and fall and her desire to get out and walk, but instead focused 
on managing daily routines at home and engaging with the family. In 
particular spending time with her great grandchildren and wanting to be 
around for the birth of two new great grandchildren appeared to be a 
motivating force. I considered that as Martha came to terms with and 
managed the losses associated with her ill-health and disability she was able 
to contemplate new ways of engaging with daily living that in my opinion 
enabled her to successfully redefine her impairments. Recovery for Martha 
had been a simultaneous process of achieving some sense of continuity with 
aspects of life before and adjusting to the constraints imposed by her ill-
health and disability. 
5.2.1.3 On-going disruption 
For some older participants the redefining of the impairment and 
accommodation of disability and adjustment to the changes became 
problematic. The disruption experienced appeared to be influenced by the 
nature of the transition in health in illness. For a number of older participants I 
observed that a transition in health and illness was experienced as a 
constant process characterised by gradual decline over a lengthy period of 
time. I noticed how such a gradual and persistent deterioration, challenged 
the ability to maintain daily living activities and routines. For example, over 
four months I observed how Stephen became increasingly breathless. 
Initially, on first visiting his home Stephen would open the door when the 
community matron and I arrived. However, later on he was unable to do this 
as he became too breathless to walk the distance. Moreover, Stephen 
noticed that his breathing was deteriorating, and he started to describe how 
every day was becoming a struggle. During the fifth interview he mentioned 
how: 
µ,IHOWWHUULEOHODVWQLJKWUHDOO\EUHDWKOHVV,WKLQN,KDGDWU\LQJGD\:HOOILUVW
thing in the morning I was having a wash and a shave, and then I was 
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caught short and I had to dash in there (toilet) with the frame and it went all 
over the seat. Well that knocked me back trying to clean that. And when I 
went to bed I felt terrible. In the morning I am breathless too, first thing. I can 
IHHOP\VHOIJHWWLQJZRUVH¶th interview: OP5). 
 A week after this interview Stephen was admitted to hospital with a chest 
infection, in spite of having antibiotics for two weeks prior to this at home. 
/LNHZLVH,REVHUYHGKRZ.HLWK¶VPRRGGHWHULRUDWHGRYHUDQXPEHURIPRQWKV
which coincided with a decline in his general health and wellbeing. In 
between two observation visits I noted how he was less able to manage his 
daily routine and I documented in my field notes:  
Keith took a long time to answer the door today, which is unusual. 
When he opened the door he was still in his pyjamas. I was surprised 
at this as he was normally dressed at this time in the morning (10am). 
He mentioned to me that he was still in bed and made his way back to 
the bedroom. I noticed that he shuffled. He appeared dishevelled and 
he looked to have a few days growth of a beard; he had always prided 
himself on shaving daily. 
Where continuous transition experiences were punctuated with significant 
health crises, such as falls or infections, further disruption to daily routines 
was encountered. Here, the difficulties in balancing the losses attached to 
such deterioration and the desire to manage routines were brought to the 
IRUH)RUH[DPSOHRYHUDSHULRGRIWHQPRQWKV,QRWLFHGKRZ9HUD¶VKHDOWK
and wellbeing slowly deteriorated, presenting her with numerous challenges 
to maintaining her daily routine. When I first met Vera she was experiencing 
a number of health problems. The community matron recalled these 
problems when I interviewed her prior to the first observational visit:  
µ6RPHWLPHVWKHUHDUHSUREOHPVZLWKKHUKHDUWIDLOXUHLIZHDUHQRWFDUHIXO
she can get really oedematous legs, we have to alter her diuretic medication, 
VKHGRHVQ¶WUHDOO\JHWRXWRIWKHKRXVHVRZH¶YHWULHGWRVRUWJHWWLQJKHURXW
WROXQFKHRQFOXEVDQGWKLQJVOLNHWKDWVKHLVDOVRDWULVNVRIIDOOVVKHKDVQ¶W
IDOOHQIRUTXLWHDZKLOHDQGQRZ,¶PZRUried about her eating and this weight 
ORVVVKHKDVORVWNJLQZHHNVVKHQRZRQO\ZHLJKVNJ««VRLW¶V
mainly her blood pressure problems, weight loss and these oedematous 
OHJV¶ (1st interview: CM1). 
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This range of health problems provided the backdrop to my first meeting with 
Vera. It became clear to me from hearing Vera talk to the community matron 
on that day that her ill-health was affecting her. When the community matron 
asked how she had been since her previous visit seven days earlier Vera 
rHSOLHGWKDWVKHKDGQRWEHHQYHU\ZHOODWWKHZHHNHQGXVLQJWKHSKUDVHµRII
LW¶$WWKLVSRLQW9HUDZDVXSVHWDQGVKHZHQWRQWRGHVFULEHKRZQRWEHLQJ
able to go out with her daughter because she felt unwell had made her feel 
fed up. She said that she did not feel particularly poorly but that she was 
tired. This feeling of tiredness was compounded by her poor mobility and 
Vera described during the first interview a week later that it was not only the 
tiredness that was stopping her from doing things but her mobility was also 
getting worse because of her swollen legs: 
µ,¶PZRUULHGDERXWP\VZROOHQOHJVDQGIHHWEHFDXVHWKH\¶UH
beginning to affect how I get up and down the stairs. I like to rise 
early in the morning and go downstairs but in the last week I h ave 
had to sit on the edge of the bed and wait for the carers to help me 
EHFDXVH,¶YHQRWEHHQDEOHWRJHWGRZQWKHVWDLUVP\VHOI««,JHW
UHDOO\PDGZLWKP\VHOI¶ (1st interview: OP1). 
The manner in which Vera articulated her concerns demonstrated to me that 
the changes to her health were beginning to limit her ability to manage and 
take control of her current daily routine, in this instance getting down the 
stairs unaided. Over the next three months further challenges to the daily 
routine were evident to me. During the third interview she mentioned how 
once she got downstairs she would try and get a cup of tea, although on a 
few mornings that week she had not been able to accomplish this. The 
combination of decreasing mobility and tiredness were frustrating, as she 
said: 
µ,WU\DQGPDNHP\VHOIDFXSRIWHDLI,FDQZDONLQWKHNLWFKHQ««EXWWKLV
PRUQLQJ,FRXOGQ¶WPDQDJHWRJRLQWKHNLWFKHQDVPHIHHWZHUHULJKWVZROOHQ
$QG\RXNQRZZKHQ,¶PZDONLQJ,FRXQWDORWWRNHHSPHJRLQJ,WKRXJKWLI,
count I PLJKWNHHSJRLQJPHVHOIEXW,FRXOGQ¶WWKLVPRUQLQJ,ZDVMXVWWRR
WLUHGDIWHUJHWWLQJGRZQVWDLUV¶3rd interview: OP1). 
Over the next two months my examination of the community matron¶VQRWHV
UHYHDOHGWKDW9HUD¶VKHDOWKFRQWLQXHGWRGHWHULRUDWH9HUDHQtered a period of 
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upheaval that further challenged her capabilities and led to uncertain times. 
Her gradual decline in health, punctuated by low blood pressure, a number of 
falls, arthritic pain, constipation and a urine infection, exacerbated her loss of 
DSSHWLWHDQGPRELOLW\,REVHUYHG9HUD¶VJHQHUDOGHFOLQHDQGQRWHGGXULQJWKH
fourth visit with the community matron that she was becoming increasingly 
unsteady on her feet. At this point Vera was beginning to lose her confidence 
as her mobility decreased. 
On closer scrutiny it seemed that Vera was finding it increasingly difficult to 
balance her daily routine with her increasing disability. This was compounded 
further by a transition from home to hospital as she was admitted to hospital 
for three weeks following a fall. At this time these changes confronted Vera 
with the reality of her decline and her inability to cope. In particular I think that 
she recognised that her ability to exercise control over her personal daily 
routines was diminishing. For the first time during the study she began to 
express that she was frightened about everything that was happening and 
that her future was uncertain. In this situation, I considered that her 
increasing disability and fluctuating ill-health were very much in the 
foreground and she had no capacity to redefine these in order to manage her 
daily routine. 
5.2.1.4 Stability and disruption 
In contrast, for two older participants I observed that there were no significant 
transitions in health and illness during the study period. In these cases I 
thought that there was a period of stability in relation to their health and 
wellbeing. Although these older participants did experience health problems 
they appeared to be able to accommodate those problems without upheaval 
and uncertainty, with no real disruption to daily routines.  Moreover, where 
management of health issues was well established I considered that 
accounts of accommodation were more prominent than disruption. For 
example, although Derek experienced a chest infection and raised blood 
pressure during the period of the study he demonstrated that he was able to 
manage these effectively and take them in his stride, even when the 
introduction of a water tablet meant that he had to frequently go to the toilet. 
Similarly, Eve had frequent episodes of nausea which she was able to 
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manage through decreasing her intake of fatty food and altering the dose of 
her pain killers for arthritis.  
5.2.2 Managing transitions in health and illness 
5.2.2.1 Patterns of daily living 
In order to manage the effects of physical ill-health and impairment 
maintaining a daily routine was important. Engaging with such routines 
appeared to be significant as it enabled the older participant to sustain their 
sense of self as an independent person through the control of habitual 
routines. Furthermore, a degree of continuity with important aspects of life 
was maintained. I observed how patterns of the day were structured and 
adhered to. For example, Stephen routinely had an early lunch and then 
retired to his bedroom so that he could lie down and watch television; this 
also conserved his energy for his bedtime routine. Similarly, Esther would lie 
down after breakfast to read and then after lunch would watch a series of 
television programmes up to bedtime. Keith visited his son weekly to have a 
cooked family meal. When routines were easily accommodated the 
impairment seemed to go out of focus thus enabling the older participant to 
get on with their routine.  
In contrast, I observed that for many older particLSDQWV¶SDWWHUQVRIGDLO\OLYLQJ
could be easily interrupted. This was more likely to be the case where 
transitions in health and illness were experienced as a crisis event, or were 
enduring in nature. Here impairments were brought into sharp focus and 
became part of the foreground of daily life, challenging the ability to control 
daily routines and independence. Furthermore, a sense of self and continuity 
of personhood were called into question.  On a number of occasions Amelia 
had been unable to eat her breakfast because she was so breathless. This 
affected her energy levels and made it difficult for her to subsequently 
engage in other daily activities, such as walking to the kitchen to make a 
drink or reading a book. Both Vera and Grace suffered a number of falls as a 
result of deteriorating mobility and weight loss. For Grace, this meant that 
she could no longer manage her own routine of personal hygiene and 
GUHVVLQJ,Q9HUD¶VFDVHVKHIRXQGLWGLIILFXOWWRZDONLQWRWKHNLWFKHQWRJHWD
new packet of cigarettes. The inability to take control was expressed as 
IUXVWUDWLRQDQG$PHOLD¶VH[DVSHUDWLRQLQQRWEHLQJDEOHWRZDVKDFXS
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captured the annoyance experienced by many of the older participants in this 
study: 
µ,DPVRDQQR\HGDQGIUXVWUDWHGZLWKP\VHOI ,PHDQ,FDQ¶WHYHQZDVKXSD
few pots and a cup. I never would have thought that I would ever be like this. 
%XWE\WKHWLPH,FRPHRXWRIWKHOLYLQJURRPLQWRWKHNLWFKHQ,¶PJRRGIRU
QRWKLQJ,GRQ¶WOLNHOHDYLQJHYHU\WKLQJWRWKHFDUHUV¶WKLQWHUYLHZ: OP7). 
5.2.2.2 5HWKLQNLQJURXWLQHVµ<RXKDYHWRILQGZD\VIRU\RXUVHOI¶ 
Regardless of where an older participant was situated in relation to their 
WUDQVLWLRQLQKHDOWKDQGLOOQHVVLWEHFDPHDSSDUHQWWKDWWKH\µZRUNHG¶WR
maintain their daily routine. This involved managing new episodes of, or 
deteriorating, ill-health, and the subsequent challenges that these brought to 
maintaining independence. I observed how on-going and increasing 
impairments and constraints were re-thought. This involved employing 
strategies that would enable engagement with the process of transition in 
order to accomplish daily routines. For some these strategies involved 
making more concessions in the organisation of daily routines and the range 
of strategies appeared to reflect their current level of impairment. 
Furthermore, whether an older participant was restricted to the home, or not, 
influenced the nature of the strategies employed. For example Vera, 
Christine, Esther and Stephen were generally house-bound, whereas Derek, 
Keith and Eve were still able to get out of the house around their local 
neighbourhood with minimal or no support. Therefore the strategies 
employed reflected the current situation.  
)RUH[DPSOHRYHUDSHULRGRIILYHPRQWKV9HUD¶VPRELOLW\GHFUHDVHGDQGVKH
found it increasingly difficult to walk from the living room to the kitchen to eat 
her meals at the table. To manage this she began to eat her meals on a tray 
on her lap in the living room. Similarly, as Amelia's condition deteriorated, 
activities previously taken for granted tired her out to the extent that she was 
then unable to continue with others. She described how she was unable to 
go back upstairs to the toilet after getting washed and dressed: 
µ,ZDVFRPLQJGRZQVWDLUVDIWHUWKHFDUHUVKDGKHOSHGPHZDVKDQGGUHVV
EXW,ZDVQHHGLQJWKHWRLOHWVWUDLJKWDZD\,FRXOGQ¶WJHWXSthe stairs again, I 
ZDVDOOGRQHLQ6RWKDW¶VZK\,¶YHJRWDFRPPRGHGRZQVWDLUVQRZ¶UG
interview: OP7). 
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For some, concessions involved making the decision not to pursue activities 
outside the home. This suggested a degree of disengagement with former 
routines. When I first met Keith he was regularly driving in the local area as 
he recalled during an early interview: 
µ,JRWRWKHVXSHUPDUNHWLQWKHFDUWRWKHKHDOWKFOLQLFDQGRQFHDZHHN,
GULYHWRQDPHRIVRQIRUDQHYHQLQJPHDO,I,GLGQ¶WJRLQ the car to the 
VKRSV,¶GEHLQDUHDOPHVVZLWKP\EUHDWKLQJ0\GDXJKWHU-in-law does a big 
VKRSEXW,FDQ¶WFDUU\DQ\ZHLJKWVRWKHFDULVUHDOO\KHOSIXO$QGVRPHWLPHV
,GULYHWRP\VLVWHULQQDPHRISODFH¶QGLQWHUYLHZ23 
Over a period of three months his health and mood started to deteriorate and 
I noted that he was not going out as much and was using his car less. When 
asked about this he mentioned:  
µ,¶YHGHFLGHGQRWWRGULYHDQ\PRUH«SDXVH«,¶PQRWERWKHUHGDERXWGULYLQJ
DQ\PRUHUHDOO\,¶YH had enough. I mean, what, 40 odd years I was driving on 
the road with (name of firm) and then steel works with the artics. I feel safe if 
,FDQJRDWP\RZQSDFHWKRVHWKDWZDQWWRIO\E\PHOHWWKHPJR,¶P
FRQILGHQWEXW,¶PQRWERWKHUHGQRZ,¶YHKDGHnough. But I miss going out I 
JHWVWDOOHGE\VWD\LQJLQDQG,HQGXSWDONLQJWRP\VHOI,I\RXKDGQ¶WFRPH
WRGD\,ZRXOGQ¶WVHHDQ\RQHIURPWHDWLPHWKHSUHYLRXVGD\,ZRQ¶WJHWWRVHH
P\VLVWHUDQ\PRUHHLWKHU¶WKLQWHUYLHZ23 
Taking additional time to complete tasks was another approach used to 
PDQDJHGDLO\URXWLQHV)RUH[DPSOHRYHUWKHVWXG\SHULRG(VWKHU¶V
breathlessness as a result of her chronic obstructive pulmonary disease 
became worse and this reduced her ability to walk through to the kitchen 
from her downstairs bedroom to make a cup of tea. She still continued to 
walk to the kitchen but she had to rest for longer periods so that she could 
get her breath back before continuing. She also combined this with changing 
activities as she described: 
µ,QRORQJHUPDNHDFXSRIWHD,RQO\WDNHP\SRWVWKURXJKRQWKHWUROOH\IRU
the carer to wash. They make me a flask of tea at lunchtime so that I can 
GULQNWKDWIRUWKHUHVWRIWKHGD\¶WKLQWHUYLHZ23 
On occasion omitting daily tasks altogether was the only strategy that the 
older participant could employ in order to manage their symptoms. This was 
the case for Amelia, who was experiencing an intense and enduring 
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transition. During the last three months of her life she was consistently 
unable to have a daily bath or wash, and she did not persist in achieving this. 
This enabled her to have the energy to interact with her daughter and 
grandchildren when they visited.  
5.2.2.3 Acquiring new skills  
The acquisition of new skills enabled the older participants in the study to 
manage the effects of deteriorating health and impairment in order to engage 
in daily routines. For many older participants this involved gaining new 
knowledge and learning new techniques for the purpose of monitoring and 
interpreting symptoms, managing medication and using equipment. For 
example, Keith had to master the use of a new blood glucose monitoring 
machine. Similarly, the physiotherapist introduced Stephen to a new inhaler 
that facilitated the expectoration of phlegm to try and reduce the chance of 
him developing a chest infection. 
Through observation and listening to older participants I considered that in 
order to adapt to the transition new skills and behaviours had to be mastered. 
I perceived that many older participants had already mastered skills and 
behaviours and therefore had been able to accommodate the changes 
brought about by transition. This was particularly the case in relation to using 
aids and appliances for mobility as a result of falls or increasing 
unsteadiness. For example, to assist Vera around the home she used a 
Zimmer frame, she had one upstairs and downstairs. She had also installed a 
stair lift and she was able to use this alone to get downstairs before the 
carers arrived in the morning to help her with washing, dressing and 
preparing breakfast. Likewise, Eve got around her home using two sticks and 
a stair lift and was able to manage the majority of her daily activities. Once 
Christine had mastered the use of her Zimmer frame she adapted it so that 
she could carry items on it, such as her knitting, so that she could transfer it 
upstairs. 
Being able to practice new skills over time was important, but at the same 
time these had to be adapted to changing levels of disability, whether these 
continued to decline or improve. Also, having a purpose appeared to 
encourage and facilitate the mastery of a new skill. For example, following 
discharge from hospital Martha was referred to the community 
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physiotherapist. Various strategies and plans were implemented by the 
physiotherapist to improve her mobility. This involved initially using a Zimmer 
frame but progressed to using two and then one stick. Over a period of 5 
months I observed Martha practising the strategies that she was shown.  As 
her abilities grew she was able to build on what she was taught and blend 
these with her own capabilities, which often meant using furniture and the 
walls. She was also able to refuse appliances offered by care staff:   
µ6RPHERG\KDVPHQWLRQHGDVWDLUOLIW,GRQ¶WZDQWRQH,¶PPDQDJLQJ,¶YH
been told and shown by the physio to put both feet on the same step when I 
FRPHXSDQGGRZQ+H¶VKDSS\DQG,¶PKDSS\,NQRZZKDWLVEHVWIRUPH¶
(3rd interview: OP5). 
In contrast the mastery of new skills was not always possible. During 
transition the ability to master new skills was complex and challenging and 
WKLVDIIHFWHGDQROGHUSDUWLFLSDQW¶VDELOLW\WRPDLQWDLQLQGHSHQGHQFHWKURXJK
the management of their condition and therefore their routine. I observed 
situations where it was difficult to develop the new skills required to manage 
deterioration in health. This was more likely to occur at the beginning of a 
transition, or where there was a crisis during enduring transition. One of the 
reasons appeared to be that the older participant did not have the physical 
strength or manual dexterity to actually use the equipment. For example, 
(VWKHU¶VEUHDWKOHVVQHVVEHFDPHZRUVHRYHUDSHULRGRIDIHZZHHNVDQGRQ
two occasions she had called for an ambulance; although she refused to be 
admitted to hospital. The community matron was concerned that Esther was 
not able to use her inhalers and therefore introduced a new device to assist 
with this. Over the period of data collection Esther was never able to master 
the technique and therefore it became difficult for her to take her medication. 
Moreover, her inability to control her breathlessness affected her mobility.  
Similarly, over a period of a month Keith became increasingly unsteady on 
his feet. Subsequently a referral was made to the community assessment 
and rehabilitation team where he was given a Zimmer frame to use around 
his home, to prevent falls whilst he engaged in his daily routines. I observed 
how he found the Zimmer frame difficult to manipulate and often when I 
visited he would not use it to walk around his flat. As he said,  
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µ,MXVWFDQ¶WJHWXVHGWRLWLWVHHPVWREHPRUHWURXEOHWKDQLW¶VZRUWK¶WK
interview: OP4). 
In contrast some older participants made a decision not to acquire new skills 
or behaviours in the process of managing their routine in the context of 
deteriorating health. This may be influenced by how they perceived the 
change because it implied a challenge to their independence. For example, 
Stephen had recently fallen against the wall in the hallway. He had been 
carrying a cup of tea whilst walking to his bedroom from the kitchen with his 
Zimmer frame. This had prompted a referral to the community equipment 
department. On the subsequent observation visit I noticed that next to the 
Zimmer frame was a mobility trolley with a tray. Stephen was adamant that 
he was not going to use it. Here resistance could be due to the fact that for 
6WHSKHQWKHXVHRIPRELOLW\DLGVVLJQLILHGYXOQHUDELOLW\DQGEHLQJDQµROG
SHUVRQ¶ 
5.2.2.4 .HHSLQJWKHURXWLQHJRLQJµ,WJHWVWRXJKVRPHWLPHV¶ 
There were occasions where the work required to manage daily routines 
pushed the capabilities of some older participants to the limit, interfering with 
routines that had previously been taken for granted. In these situations older 
participants often struggled to cope. Maintaining daily routines became a fine 
balance, juggling additional constraints imposed by deteriorating and 
fluctuating ill-health and existing limitations. In these circumstances it often 
became difficult for the older participant to control their routines and retain 
their independence, challenging their sense of personhood. Extra resources 
ZHUHGUDZQXSRQWRFRQWLQXHPDQDJLQJDQGDGMXVWLQJWRµGHWHULRUDWLRQ¶+HUH
a feature of these circumstances was the experience of uncertainty and 
being in a precarious position. 
For example, Christine had to balance her limited mobility and low weight, 
whilst managing the changes to her health after undergoing major dental 
surgery. Although the surgical procedure had gone well, a sinus had 
developed from her mouth through to her nasal passage. She was constantly 
worried about this as it was creating problems for her when eating and as a 
result of this she was losing weight. I considered that this created uncertainty 
for Christine; whether the sinus would heal or not and the consequences for 
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her if it did not. During the fourth interview, a month later, she stated that she 
ZDVµQRWZHOODWDOO¶and went on to say: 
µ,KDYHKDGORWVRIWURXEOH,KDGWKH'RFWRUKHUH\HVWHUGD\QDPHRI&0LV
worried about me. That is the top and bottom of it. She asked the Doctor to 
come and have a look, because I have lost so much weight and I am still 
losing it. I am not eating properly, the trouble with my mouth and of course. I 
have to go back and have some more surgery, the stitching has broken 
away. My gums were stitched together and it has come apart and the bones 
KDYHFRPHEDFNWKURXJK,W¶VGUHDGIXOLWLVSDLQIXOEXWQRWXQEHDUDEOH,W¶V
UHDOO\IULJKWHQLQJ,DPUHDOO\VFDUHG\RXVHHWKHERQHLVGHDG¶WK
interview: OP8). 
During this time it was decided that Christine required further surgery and 
she was prescribed prophylactic antibiotics. However, these resulted in the 
side effect of diarrhoea and as a result of her poor mobility managing this had 
been distressing:  
µI was in a terrible state this time last Wednesday. It was awful. I had been up 
to the bathroom. I got downstairs and I thought oh no I have got to get back 
DJDLQ%XW,FRXOGQ¶WJHWULJKWEDFNJRWDVIDUDVWKHEDWKURRPGRRU2KGHDU
I was in such a state. It took me ages and ages to clean myself up in the 
bathroom, because I have got to hang on to something when I am doing 
anything. So it was a long, oh I did feel ill. I was poorly for a couple of days¶ 
(4th interview: OP8). 
Similarly, over a period of two weeks Amelia began to experience pain in her 
ribs which made her breathlessness worse. She had to balance the 
increasing breathlessness with her engagement in all activities of daily living. 
During a visit by the community matron it became apparent that Amelia had 
broken a rib. Amelia recalled how she had felt something crack the week 
EHIRUHZKHQVKHFRXJKHG+HUH,FRQVLGHUHG$PHOLD¶VVLWXDWLRQWREH
increasingly precarious as she had to manage taking painkillers that would 
be strong enough to reduce the pain, without making her drowsy and her 
breathing worse.    
At times the work to maintain daily routines became arduous and was not 
enough to overcome the constraints imposed by deteriorating and fluctuating 
ill-health and existing limitations. Here the balance was tipped in the favour of 
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the disruption and the older participant could no longer cope. In these 
situations the older participant was typically transferred across care 
boundaries to either hospital or intermediate care. For Grace and Martha it 
was a combination of both. Here, these individuals experienced transition in 
health and illness and transition in place simultaneously which often 
compounded the ability to adjust. 
However, in spite of the decline in health the older participants did not stop 
trying to engage with activities that contributed to their daily routines. They 
continued to attempt to take control by being realistic about what they could 
or could not do, at any given time and in any given situation. Disengaging 
completely from these activities did not appear to be an option. Their 
approach at times demonstrated resilience in order to exert some control and 
maintain continuity of routine in increasingly difficult circumstances.  
Regardless of the challenges faced the emphaVLVDSSHDUHGWREHRQµNHHSLQJ
JRLQJ¶DQG,REVHUYHGKRZVPDOODFFRPSOLVKPHQWVZHUHYLHZHGDVLPSRUWDQW
in order to enable daily routines to continue. A comment by Christine during 
her transition in health summed up the resilience many older participants 
exhibited: 
µ,I,FDQFDUU\RQDQGFRSHRQHZD\RUDQRWKHU,ZLOO¶WKLQWHUYLHZ23 
5.2.3 Making sense of deterioration 
5.2.3.1 Relativism in later life 
Reappraisal of deteriorating health and disruption to personal routines in 
relation to an ageing self, appeared to enable the older participants in this 
study to further redefine their problems and accommodate changes to daily 
routines. For example Esther, commented on how she had come to terms 
with not being able to go out by clearly linking it to age related expectations:  
µ,¶PQRWZRUULHGDERXWDOOWKDWQRZ,¶PTXLWHFRQWHQWWRVLWKHUHDQGZDWFKWKH
ZRUOGJRE\ZDWFKP\WHOO\DQGUHDGWKDW¶VDOOUHDOO\,¶YHDFFHSWHGWKDW,¶P
DQGDKDOI7KH\FDQ¶WGRDQ\WKLQJDERXWWKDWQRERG\FDQ6R,VKDNH 
P\VHOI,WKLQNSXOOP\VHOIWRJHWKHU7KHUH¶VQRWKLQJ,FDQGRDERXWP\DJH
7KHUH¶VQRWKLQJ,FDQGRDERXWPHEUHDWKLQJ6R,µYHDFFHSWHGLWDOO¶WK
interview: OP3). 
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6KHFRQVWDQWO\GHVFULEHGKHUVHOIDVEHLQJµSDVWP\VHOOE\GDWH¶which she 
went on to explain: 
µ,NQRZ,DPROGEXWLW¶VRQO\P\FRQGLWLRQWKDWPDNHVPHIHHOWKDW,DPSDVW
P\VHOOE\GDWH,MXVWDFFHSWWKLQJVDVWKH\DUH,UHDOLVHWKDWWKHUH¶VQRWKLQJ
I can do about my age and nothing the doctor can do about my breathing, so 
just accept things thDW¶VDOOWKHUHLVWRGR$QG,ZDWFKWHOO\DQG,ZDWFK
KRVSLWDOSURJUDPPHVDQG,¶PEHWWHURIIWKDQWKHPODXJKV,WKLQNDERXW
VRPHRQHWKDW¶VEOLQGDQG,WKLQNWKDW,¶PEHWWHURIIWKDQWKHPDQG,DPIRUP\
DJH,GRQ¶WGREDGUHDOO\¶WKLQWHUYLHZ23 
Here not only was age used as a barometer but comparisons were made 
between herself and others who she perceived to be in worse situations than 
herself.  
Similarly, when contemplating his rapidly deteriorating health Stephen 
considered that he had had a good innings. He also mentioned that he was 
better off than some other people. In particular he commented that at least he 
still had all his faculties. Making comparisons to older people who were less 
able was a common feature of the data, particularly issues linked to mental 
capacity. These comparisons seemed to be used as a benchmark for being 
able to positively reshape their ideas of independence in the face of 
disruption. In addition, comparisons were made with older people who were 
perceived to be in better shape and this appeared to motivate some older 
participants to do more for themselves. For example, Stephen went on to 
mention that his ninety-four year old neighbour had offered to cook his meal 
the previous day but he had refused and stated that:  
µ,PXVWGRLWP\VHOI,IVKHFDQ,FDQ¶HYHQWKRXJKKHGHVFULEHGµHYHU\GD\DV
DVWUXJJOH¶UGLQWHUYLHZ23 
Even where I observed periods of stability in relation to health and illness 
older participants still contemplated age in a way that normalised their 
experience and the management of their limitations. For example, although 
Derek felt as if there was nothing in particular that he felt unable to do as 
result of ageing and ill-health, he did miss going out but was pragmatic about 
this:  
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µ:HOOLW¶VMXVWRQHRIWKRVHWKLQJV\RXKDYHWROLYHZLWKLWKDYHQ¶W\RX",IHHO
WKHVDPHDV,GLGDWUHDOO\H[FHSWWKDW,¶PDELWROGHU,WKLQN,¶PQRWDV
healthy. I get a bit more breathless easier than what I did then, but what do 
you expect at 92. Mind you ,¶YHJRWWKHVHLQKDOHUVWKH\DUHHDV\WRXVH1R
,¶PJHWWLQJVHWLQKHUHLQWKLVFKDLUODXJKV,W¶VQLFHWRJHWRXWWKDWRQHGD\
WROXQFKHRQFOXELW¶VDEUHDN,OLNHP\UHDGLQJFURVVZRUGVDQGZKDWQRW,
was doing the crossword before you came¶. (2nd interview: OP6). 
+RZHYHUDZDUHQHVVRIEHFRPLQJµROG¶ZDVDFRPSOH[SURFHVVDQGRQ
occasions caused conflict with the expectations that an older participant had 
IRUWKHLURZQUHFRYHU\)RUH[DPSOHDV0DUWKD¶VUHFRYHU\FRQWLQXHGLW
became evident that she would be left with a degree of permanent disability 
due to the shortening of her right leg following her fractured femur. The 
following extract from the fourth interview illustrates how Martha began to 
negatively interpret the permanent disability that remained in the context of 
her old age. For the first time, she began to acknowledge her disability and 
linked this to ageing. When I asked her how she had been since my last visit 
the following conversation ensued: 
0,¶PQRWEDGORYHEXW,NQRZP\ZDONing is not so clever. I know 
that I am not right sort of thing getting about. You can see how my 
leg, when I am sat at a dining room chair this foot is lower than that. 
JS: So you have ended up with a shorter leg? 
0,¶YHHQGHGXSZLWKDVKRUWHUOHJ6R,was told to use my stick in 
WKHOHIWKDQGDZD\IURPWKDWVRLWVXSSRUWVDQGLW¶VEHWWHURQWKDWRQH
%XWLW¶VKDUG 
JS: What is hard? 
M: Well, I mean, I have to bend down to put my pants on in a morning 
and then I have to bend my leg up sort of thing, to get in (daughters) 
car I have to pick that leg up and put it in the car whilst this one goes 
LQTXLWHHDVLO\,DPJUXPEOLQJEXW,VKRXOGQ¶WEHORQJSDXVH 
-6,W¶VDOULJKW\RXFDQJUXPEOHVRPHWLPHV 
0,NQRZ\RXFDQEXW«YRLFHWDLOVRII 
-6,WLVQ¶W doing quite what you want it to? 
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07KDW¶VULJKWLWLVQ¶W$QG,DOZD\VVDLG,GRQ¶WQHHGDVWLFN2XUQDPHRI
daughter) for the last couple of years has been trying to get me to use a 
VWLFN,VDLGµ,¶OOXVHRQHZKHQ,QHHGRQH¶DQGQRZ,QHHGRQH,W GRHVQ¶W
ORRNDVWKRXJK,¶PJRLQJWRJHWULGRILWGRHVLW" 
-6,W¶VEHFRPHSDUWRI\RX" 
 
M: It has love, and every now and again I try not to use it. Sometimes I put it 
GRZQDQGZDONURXQGKROGLQJWKHIXUQLWXUHEXWPDNHVXUH,GRQ¶WGRWKDW
when our (daXJKWHULVKHUH6KH¶GKDYHDGR7KH\GRQ¶WUHDOLVH\RXKDYH 
OLYHG\RXUOLIHLQDURXWLQHVRUWRIWKLQJWRJRRXWRIWKDWLW¶VDQQR\LQJ,W
sounds as if you are mardy sort of thing. I suppose sometimes I wobble 
ZDONLQJ\RXNQRZRUSXWP\IRRWZURQJ,¶P not a spring chicken am I? (4th 
interview: OP5). 
Martha had never considered herself to be old, and I think one of the reasons 
that she resisted the offer of a stick is because to her this represented getting 
older. As she said in the same interview: µ,GLGQ¶WZDQWDVWLFNEHFDXVHROG
SHRSOHKDYHVWLFNV¶VKHZHQWRQWRPHQWLRQµ,GRQ¶WIHHODQ\GLIIHUHQWLQ
P\VHOI,GRQ¶WIHHOROG¶ 
The above extract suggests that Martha began to realise that it was likely that 
she would have to use a stick for the rest of her life; therefore in her eyes she 
was becoming old. However it was difficult for her to come to terms with this 
and she struggled to acknowledge her dependency on the stick, a symbol of 
ageing to her.   
Where the experience of transition appeared to be sudden and chaotic an 
awareness of becoming old and what this meant also challenged a sense of 
self as autonomous. For example, as Grace recognised that her ability to 
manage her daily routine was diminishing her accounts increasingly referred 
to her past. Here a temporal dimension appeared to enable her to position 
different accounts of herself, although she never referred to herself as old at 
this time. For example, in the following extract Grace refers back to herself as 
a younger woman. In referring to the past she possibly used this as a 
counterpoint to the older self that she was currently experiencing, lacking 
autonomy, and the present that she does not want: 
µ,ZDVDOZD\VRQWKHJR,ZDVDFKLOGPLQGHUIRU\HDUV,ZRXOGWDNH
babies as young as two weeks old. I never had to ask for work, my new 
families came on recommendation from those on my books. It was a job I 
OLNHG,OLNHGLWWRREHFDXVHLIDQ\WKLQJZHQWZURQJZLWKDQ\RQHWKH\¶GVD\
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VHQGIRU*UDFH¶$QG,ZDVDNHHQJDUGHQHUQRERG\ could grow long carrots 
like me. I miss my garden, I had some lovely plants in there, 40 rose trees, 
FDUQDWLRQVPDUURZVDOOVRUWV¶VWLQWHUYLHZ23 
5.2.3.2 New beginnings and endings 
When ill-health and impairments severely disrupted the equilibrium of daily 
life, the older participants in this study were able to think about the 
implications of these changes for themselves. Awareness of the transition 
appeared to enable choices to be considered that may shape future lives. For 
some, challenges to their independence and ability to maintain control of their 
routine at home prompted them to consider whether the time had come to 
PRYHLQWRDFDUHKRPH)RUH[DPSOHDV9HUD¶VKHDOWKGHFOLQHGVKH
appeared to be in a state of liminality, where she was becoming increasingly 
unable to influence the organisation of her daily life. Furthermore she had to 
deal with the possible implications of her declining health for her future. 
9HUD¶VJUHDWHVWIHDUZDVEHLQJDGPLWWHGWRDFDUHKRPHDQGVKHZRXOGUHWXUQ
to this topic of conversation frequently during this period of upheaval. For 
example, during the fifth interview she recalled again how she had spent a 
few weeks in a care home the previous year and she was adamant that she 
would not return: 
µ,¶OOQHYHUJRLQWKDWhome no more (adamant tone of voice). I was sent in for 
ZHHNVDQGRKWKHIRRGZDVGLVJXVWLQJ,FRXOGQ¶WHDWLWDQG,WKLQNWKDW¶V
reason that I lost a lot of weight. I mean I was bonny on there (points to a 
photograph). I told them (family) at the time ,FDQ¶WVWDQGLWLQKHUH,FDQ¶W
VWDQGLW6KHFDUHKRPHZRUNHUVD\VµDUH\RXJRLQJLQWKHEDFNURRP
ZKHUHWKH\DOOVLWDQGZDWFKWHOHYLVLRQ¶,VD\VQR,¶YHJRWRQHLQP\EHGURRP
,¶OOZDWFKLWLQWKHUH,ZRXOGQ¶WJRLQWKHUHEHFDXVHWKH\ZHUHFU\LQJand they 
ZHUHPRDQLQJ2K,GLGQ¶WOLNHLW,¶GQHYHUJRLQDJDLQ¶WKLQWHUYLHZ23 
The new beginnings associated with moving into a care home as a 
consequence of deteriorating health were seen as negative by Vera in this 
instance. It would appear thaWWKHWKRXJKWRIPRYLQJFKDOOHQJHG9HUD¶V
current and customary way of life and that she was grappling with her sense 
of self as an ageing person, particularly as a result of her failing body. In this 
extract she referred to the fact that the older people in the care home were 
µFU\LQJDQGPRDQLQJ¶. She distanced herself from this behaviour and felt that 
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being able to remain at home would enable her to maintain her autonomy, 
identity and dignity, even if it was a struggle. 
Although Esther contemplated moving into a care home as her 
breathlessness increased it was not perceived in such negative terms. Early 
on in the study she acknowledged that without the support of the home 
carers she would be unable to manage at home and would have to go into a 
care home at some point, although at that time she was sure that the time 
was not right: 
µ,¶PQRWUHDG\\HW:KHQWKHWLPHFRPHV,ZRQ¶WPLQG,KDYHEHHQWRUHVSLWH
WRKRPHDQG,GDUHVD\,¶OOJRDJDLQEHFDXVHLWZDVYHU\QLFHLWZDVYHU\
good. I will go to (name RIKRPHDJDLQZKHQWKHWLPHFRPHVEXW,¶PQRW
UHDG\\HW¶QGLQWHUYLHZ23 
I asked her how she would know when she was ready to go into a home and 
she replied: 
µ7KDW,FRXOGQ¶WZDONDWDOORUWKDW,ZDVUHDOO\KHOSOHVV7KHQ,¶GWKLQNZHOO,
do neeGORRNLQJDIWHU,FDQ¶WFRSHEXWDWWKHPRPHQW,FDQFRSHZLWKKHOS¶
(2nd interview: OP3). 
2YHUDWZRPRQWKSHULRG(VWKHU¶VEUHDWKOHVVQHVVGHWHULRUDWHGDQGVKH
started to consider whether it was time for her to move to a care home, as 
she mentioned during the fourth interview:  
µ,¶YHEHHQVHULRXVO\ZRQGHULQJDERXWJRLQJLQDKRPH,GRQ¶WZDQWWR7KHQ,
WKLQNQR,ZRXOGQ¶WEHDQ\EHWWHULQDKRPH%XWWKHQ,WKLQNZHOO,ZLOO
Because they are always there the Doctors, nurses and things. And then I 
GRQ¶W ZDQWWRJRLQDKRPHWKDW¶VKRZ,DP%XW, think that time is getting 
QHDUHUQRERG\FDQGRDQ\WKLQJDERXWP\EUHDWKLQJQRZ¶WKLQWHUYLHZ
OP3). 
Here Esther continued to express doubt and the final relinquishing of control 
was hard. She continued to have good days and bad days which contributed 
to the dilemma. 
For some older participants the experience of bodily decline and deteriorating 
health led them to contemplate the end of their lives. Stephen, Amelia and 
Martha were able to talk openly about their death. Moreover, Stephen and 
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Amelia both expressed the desire for their lives to end. For example, over 
two months Amelia experienced a number of near death experiences, which 
she described during her third interview: 
µ,KDGPHWDEOHWVDQGWKLQJV,ZHQWDQGKDGPHQHEXOLVHU,ZDONHGLQWRWKH
kitchen, I usually FRXQWVRPHWKLQJWRWDNHPHPLQGRIILW,FDQ¶WUHPHPEHULI
,JRWWRDQG,FRXOGQ¶WEUHDWKHVR,ZHQWEDFNLQWRWKHUHRQWKH
PDFKLQH,VWDUWHGSDQLFNLQJFRXOGQ¶WEUHDWKHDQGQDPHRIFDUHZRUNHU
came in and I must have been drifting in and out oIFRQVFLRXVQHVVVRLW¶VD
JRRGMREVKHFDPH'HSHQGLQJZKLFKZD\\RXORRNDWLWLWLVQ¶WP\WLPHWR
JREXW,ZLVKLWZDV,¶PWLUHG,¶PZHDU\¶UGLQWHUYLHZ23 
In contrast, although Martha began to consider her own mortality she was not 
ready to die. She clearly described how she had first contemplated this 
during the penultimate interview: 
µ+DYLQJWKHVHSUREOHPVLWGRHVPDNHPHUHDOLVHWKDW,DPRQP\ZD\RXW
,¶PJHWWLQJROGHUVR\RXGRQ¶WOLYHIRUHYHUGR\RX"1R\RXGRQ¶W,KRSHLW¶V
quick, the quicker the better. I never thought I was on my way out before the 
heart attack, no never, I knew I were getting old. If I ever thought about it I 
MXVWKRSHG,ZDVQ¶W%XWKDYLQJDKHDUWDWWDFNLWPDNHV\RXWKLQNDERXWWKHVH
things. And folks will say oh \RXGRQ¶WZDQWWRWKLQNWKDWZD\EXW\RXGR\RX
FDQWKLQNWKDWZD\ZLWKRXWEHLQJPRUELG<RXFDQWKDW¶VP\RSLQLRQ¶WK
interview: OP5). 
However, in the final interview she alluded to a motivating force that was 
keeping her going:  
µ,¶YHWZRPRUHJUHDW grandchildren due and (name) is in April 1st because I 
said, oh fool what baby. Our (name) my youngest granddaughter and I think 
WKHZRUOGRIKHU,GRRIWKHPDOOEXW,KDYHDOLWWOHIDYRXULWH6KH¶VH[SHFWLQJ
around the 3rd May. I want to see that baby VRWKDW¶VZKDW,ZDQWWROLYHIRU
WRVHHWKDWEDE\¶WKLQWHUYLHZ23 
Vera did not talk about the end of her life. However, she was able to consider 
how she would like to be cared for if she became very unwell. In contrast 
Esther was clear that she was not dying, she was just old:  
µ%HFDXVH,NQRZ,¶PQRWG\LQJ,NQRZWKDWDV,VD\LW¶VROGDJH,¶PDQGD
KDOIQHDUO\LW¶VROGDJH¶ (4th interview: OP3). 
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Yet she had made clear plans for her funeral. For the two older participants 
who I considered to be experiencing stable health no reference to the end of 
their life was made. 
5.2.4 Support Networks 
The majority of the older participants in this study had established networks 
of support which contributed to the maintenance of their personal routine in 
the context of deteriorating health and disability. 
5.2.4.1 Formal provision 
For many this involved carers coming into their homes, up to four times a 
day, to provide assistance with personal washing and dressing, meal 
preparation and domestic duties, such as cleaning and clothes washing. 
Although, for some the level of support focused upon specific activities, for 
example, Keith received one daily visit to prepare his evening meal. Similarly, 
Grace paid a personal carer to take her out to access local amenities.  
)URPP\REVHUYDWLRQVDQGOLVWHQLQJWRROGHUSDUWLFLSDQWV¶DFFRunts of the 
experience of receiving help and support from home care staff it was evident 
that these physical caring activities were important. They enabled the older 
participant to manage the effects of declining and fluctuating ill health and 
remain in their own home. On the whole satisfaction was expressed with the 
services provided and it was not uncommon to hear praise of the carers 
themselves. Undoubtedly the physical caring activities were essential; 
however I recognised that the relationship between the older participant and 
their carers, was as equally important in providing support. It was clear that 
over time emotional connections had been created through the process of 
physical care-JLYLQJ,QWKHIROORZLQJH[WUDFW&KULVWLQH¶VDFFRXQWRIKHU
favourite carer being unable to visit due to illness demonstrates the depth of 
the relationship that has developed between them over time: 
'(Name) hasn't been able to come today. She's got that flu bug that's going 
round. I do hope she looks after herself. She's been working really hard 
recently. She walked here when we had that really bad snow so I didn't miss 
out' (3rd interview: OP9). 
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Similarly, I frequently witnessed how Vera and her carers talked generally 
about what had been happening in any given week. Conversations were light 
KHDUWHGDQGMRYLDODQGEHLQJOLVWHQHGWRVHHPHGWROLIW9HUD¶VVSLULWVHYHQ
during those periods where her health and wellbeing were declining. For 
Vera, this supportive relationship ended when a new care agency took over 
the provision of care. I noticed how conversations with the new carers were 
very much focused on the task in hand. 
These examples appear to illustrate that through the act of physical caring a 
relationship can be developed which enables the older participant to express 
who they are and to preserve their identity as a person other than someone 
who is just sick. Therefore these care-giving opportunities are not just about 
physical support during deteriorating health; they may provide emotional 
support that can contribute to how an older participant can subsequently 
manage periods of transition.  
The importance of these relationships was further revealed during situations 
where the community matron was concerned about care that was being 
delivered by the home care stafI)RUH[DPSOH9HUD¶VZHLJKWORVVZDVRI
concern. However, on a number of occasions the carers had prepared white 
bread marmalade sandwiches for her lunch. When I asked Vera about this in 
a subsequent interview it was clear that she had a good rapport with this 
particular carer and was prepared to overlook these inappropriate meals, as 
she mentioned,  
µ6KH¶VDJRRGJLUOVKHZLOOGRDQ\WKLQJIRUPH¶WKLQWHUYLHZ23 
6LPLODUO\DVSDUWRI(VWKHU¶VFDUHSDFNDJHVKHUHFHLYHGRQHKRXU¶VFOHDQLQJ
per week. It became apparent that she was prepared to overlook situations 
where standards of cleanliness in her main living space had declined. During 
the third observation visit to Esther on entering her home she was sitting on 
the settee holding a blood-stained towel against her leg. She explained how 
she had caught it whilst getting off the commode. My field notes illustrate the 
community matron's concerns with the standard of hygiene: 
As the community matron moved the commode to the side she 
noticed that is was caked in dried faeces, under the commode 
seat and on the legs; it was obvious to her that it had been 
there for a while. Whilst the community matron was kneeling on 
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the floor she noticed that the floor was covered in dust and 
crumbs, and she asked Esther when the carers last did some 
cleaning Esther mentioned that she had not got a proper 
cleaner and that her neighbour sometimes does it. The 
community matron was concerned that it would attract mice; 
she then also noticed that the trolley was caked in dirt and had 
also not been cleaned. The community matron looks very 
FRQFHUQHGDERXWWKHJHQHUDOOHYHORIFOHDQOLQHVVLQ(VWKHU¶V
house. When I looked at the trolley I noticed that the bottom 
tray was caked in dust and crumbs, as well as being stained 
and littered with crisp fragments. On the top tray water had spilt 
from a glass and there was a pot for her teeth which had dirty 
water in it. 
The concern about the level of cleanliness prompted the community matron 
to contact the care agency to complain, with Esther's permission, although 
Esther commented: ',WLVQ¶WUHDOO\GLUW\
 
As with Vera it was clear that Esther had a good relationship with her carers. 
During the following interview I asked how she had felt when they had not 
cleaned her commode properly. She replied: 
µ,WKLQNWKH\VKRXOGKDYHNQRZQ,¶PQRWJRLQJWRWHOOWKHPWKHLUMRE7KH\
VKRXOGNQRZWKHLUMRE,¶PQRWJRLQJWRVD\ZKHQWKH\VD\
ZH¶UHJRLQJWR
OHDYH\RXQRZ
,¶PQRWJRLQJWRVD\
QR\RX FDQ¶W\RX¶YHJRWWRGRWKH
FRPPRGH
,¶PQRWJRLQJWRGRWKDWWKH\VKRXOGNQRZEXWLW¶VQRWUHDOO\
HVVHQWLDOWKDW,¶PTXLWHVDWLVILHGZLWKWKHFDUH,JHW¶UGLQWHUYLHZ23 
Although Esther had been unhappy with the level of cleanliness of the 
commode she rationalised it as not being essential, as overall she was 
satisfied with the care that she was receiving. Esther acknowledged that if 
the carers did not come to support her she would be unable to cook her own 
meals or manage the housework therefore she would have to go into a 
home. Clearly, there was a concern here that by raising the issue, or 
µFRPSODLQLQJ¶LWFRXOGMHRSDUGLVHKHUUHODWLRQVKLSZLWKWKHFDUHUVDQG
therefore her ability to manage and stay at home.  
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Although on the whole the care received was well evaluated as it enabled the 
older participant to maintain their daily routine, there were times when the 
delivery of the service disrupted these patterns. This was particularly the 
case when carers did not arrive at the time that they were meant to; for the 
older participant this did not fit in with the significant timings of their day. For 
H[DPSOH,IUHTXHQWO\REVHUYHGKRZWKHFDUHUVZRXOGDUULYHODWHDW9HUD¶V
DURXQGWHQR¶FORFNIRUKHUPRUQLQJFDOO$VDUHVXOWVKHZRXOGEHILQLVKLQJ
her breakfast as carers arrived to make her lunch.  Similarly, Keith often 
made himself a cold tea because the carer arrived late, which was a problem 
to him in view of his diabetes. For Grace, once home carers were introduced 
there was a conflict regarding her bed-time as the carers arrived at seven 
R¶FORFNDWQLJKWZKHUHDVVKHOLNHGWRZDWFKWKHQHZVEHIRUHVKHZHQWWREHG
In these situations the service was inconsistent and unreliable, causing 
anxiety and frustration. Furthermore, it did not always meet the requirements 
of the person when they were experiencing further disruption to their health. 
At the start of the study period, three older participants did not receive home 
care services. Derek constantly refused support to cook him a meal at lunch 
time. He was satisfied with the support that was provided by his sons and 
daughters. Although the community matron often asked about this he was 
DOZD\VGHWHUPLQHGWKDWKHFRXOGPDQDJHRQKLVRZQ$V6WHSKHQ¶VKHDOWK
continued to deteriorate, resulting in a hospital admission, he agreed to have 
a home care visit once a day to assist with personal washing and dressing, 
and preparing breakfast.  Following her fall, which resulted in a fractured 
femur, Martha should have had home care on discharge from hospital but the 
referral was never made.   
5.2.4.2 Informal support 
The majority of the older participants in this study received combinations of 
help from families, friends and neighbours. Practical assistance was a key 
feature of the support that was offered, and this included: personal care, 
shopping and preparing meals, clothes washing, house work, medicine 
management and accompanying to hospital or other health related 
DSSRLQWPHQWV)RUH[DPSOH6WHSKHQ¶VQHSKHZDQGKLVZLIHYLVLWHGWKUHH
times a week to bring shopping, manage his laundry and clean his flat. He 
also relied on a number of friends and neighbours to run errands when 
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required. Likewise, Vera relied on her daughter and neighbour to support her 
in managing her daily routine at home. However, Esther had no living 
relatives in the country and therefore was reliant upon a neighbour to do her 
shopping and run errands. For example, during the fourth interview she 
recalled how the telephone had stopped working and her neighbour had 
bought a replacement.  
The nature of the practical assistance provided by family and neighbours was 
influenced by a number of factors. Obviously, the provision of home care 
services shaped the nature of support. Christine, Vera, Eve and Amelia 
received comprehensive home care packages; therefore the practical help 
from family and neighbours focused less on personal care and more on 
GRPHVWLFDFWLYLWLHVDQGIRRGVKRSSLQJ,QFRQWUDVWIROORZLQJ0DUWKD¶VUHWXUQ
home from the intermediate care unit she received no home care services 
and therefore her daughter, Janine, engaged in personal care tasks as well 
as other domestic duties. This involved moving in with her mother for two 
weeks and then sustaining daily visits for a subsequent six weeks. Over time, 
DV0DUWKD¶VFRQGLWLRQLPSURYHG-DQLQH¶VGDLO\YLVLWVUHGXFHGDQGE\WKHHQG
of the study she was visiting twice weekly. During the later visits she would 
carry out some light housework but the majority of the time they played 
scrabble and did jigsaws.  
As with formal care provision the emotional connections, sustained through 
the relationships with family and neighbours, were also important in helping 
the older participant cope with their daily routines, especially in the context of 
fluctuating ill-health and disability. On the whole, accounts of the older 
participants revealed that they perceived their family and neighbour 
relationships, and subsequent support, as positive. Furthermore, there was a 
gratitude for the support that was given, even when it was hard for the older 
participant to accept it. It seemed that in order to prevent their situation from 
worsening and to remain at home, help had to be accepted. For Stephen, 
Martha and Derek help from family was preferable to formal home care 
provision.  
However, the older participants in this study did not always accept the help 
from relatives, or would not always ask for help if their health deteriorated. 
During conversations with them it became apparent that most of them did not 
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want to be considered a burden. For example, Christine was reluctant to ask 
for her daughter's help when she was struggling to manage following her 
dental surgery. Martha became concerned about the amount of time that her 
daughter was spending with her following her episodes of ill-health and she 
began to indicate that she was becoming a burden to her family. She 
mentioned during the fifth interview that,  
µ,GRQ¶WZDQWWREHDEXUGHQWRDQ\RQHDQG,¶YHEHHQDEXUGHQDOOODVW\HDU¶
(5th interview: OP5). 
Although she realised that her daughter would not really perceive her to be a 
burden it made her feel guilty that she was coming backwards and forwards 
to support her. 
On occasion there were mixed feelings when the older participant thought 
that their relative should have been doing more. In these situations 
relationships appeared strained. For example, Keith was unhappy that his 
son did not come round as often as he should, although he did acknowledge 
that he worked away and his job was busy. He seemed to expect more, for 
H[DPSOHKHZDQWHGWRJRDQGYLVLWKLVZLIH¶VDQGGDXJKWHU¶VJUDYHV$OVR
Vera would often mention that she wished her daughter would visit more, or 
invite her to her house, whilst at the same time acknowledging that her 
daughter was good to her. In contrast, some older participants revealed that 
they thought their relatives did too much. Martha was grateful for the support 
that was given but thought that it was too much, as she stated: 
µ6KHGRHVIDUWRRPXFKIRUPH6KH¶VZHDULQJKHUVHOIRXWVR,¶PZRUULHG
DERXWKHU%XWVKHGLGVD\RQFHµ0XP\RXVKXWXS¶\RXGLGH[DFWO\WKH
VDPHIRUPHZKHQWKHNLGVZHUH\RXQJ¶ZKLFK,GLG¶WKLQWHUYLHZ23 
Amelia described how her daughters worried too much about her when they 
had their own lives and families to deal with. 
Although the majority of older participants were willing to accept support from 
family and neighbours it was important for them to show that they were able 
and keen to give something back. I observed examples of such reciprocal 
relationships. Stephen always offered callers a cup of tea and as they left 
would ask them to take sweets from the jar in the kitchen. Similarly, Vera 
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would always ask the community matron and myself if we would like a cake 
with our hot drink.  
5.3 Chapter Summary 
This chapter has reported the types and patterns of transition that the older 
participants in my study experienced in relation to their health and illness. It 
has revealed how the nature and process of such transitions is diverse and 
unique to individual circumstances at any given time. Furthermore, older 
people have to work hard to engage with the disruption that such transition 
brings in order to maintain daily routines. Such work also enables older 
people to maintain independence and continuity of personhood. However the 
chapter also reveals how transitions in health and illness lead to heightened 
vulnerability where difficulties in managing daily lives are experienced. The 
importance of both informal and formal networks in supporting the older 
person to manage their daily lives is revealed. The next chapter reports 
findings that relate to the experience of frailty in the context of ill-health. 
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Chapter 6: Study Findings - Dimensions of frailty  
The previous chapter presented findings that explored how the older 
participants experienced transitions in health and illness. This chapter reports 
findings that relate to perceptions and experiences of frailty in later life, in the 
context of fluctuating ill-health. Although the accounts of the older 
participants highlight comparable characteristics of frailty, they reveal 
individual differences in the way that frailty is understood and experienced. 
They also illustrate the complexities that older people face whilst trying to 
retain the capacity to manage their daily lives.  
Four themes arose from the analysis of the data which illuminate how frailty 
in later life is represented. Frailty as decline examines the extent to which 
changes to physical and mental capacity contribute to the experience of 
frailty. Frailty as confinement details a social dimension to frailty, where older 
people become increasingly housebound and socially isolated. Frailty as 
vulnerability explores how older people struggle to live with the uncertainty of 
fluctuating ill-health. Accounts of feeling frail illustrate how episodes of 
uncertainty challenge identity, as well as providing insights into how sense is 
made of such uncertainty. Finally, frailty as a label examines professional 
and lay constructs of frailty. Furthermore, it reveals the mismatch between 
lay and professional accounts of frailty which in many instances leads to 
rejection of the label by the older person. 
6.1 Frailty as decline  
All of the older participants experienced physical decline as a result of 
deteriorating ill-health and the general process of ageing, resulting in 
impairment and incapacity. Two of the participants, Vera and Keith, also 
suffered episodes of low mood alongside their physical disability. However, 
although the older participants were able to describe the multiple limitations 
to their health and wellbeing the majority of them did not consider themselves 
to be frail. Where the notion of being frail was rejected it became clear that ill-
health or altered physical ability alone did not constitute frailty. In the context 
of fluctuating ill-health and impairment maintaining a level of independence in 
the management of daily routines was seen to act as a counterpoint to being 
frail. A focus on functional health, linked to the ability to autonomously enact 
daily routines and tasks, was a dominant theme in the accounts of the older 
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participants. I also observed situations where attempts were made to engage 
in daily living activities even when it was difficult. Furthermore, a resilience 
was demonstrated which appeared to motivate the older person to keep 
going in spite of the challenges brought on by physical decline.  For example, 
Esther did not consider herself to be frail as she was able to get about 
downstairs with the aid of her mobility walker and could if required manage 
her daily activities unaided by others, as she described in her first interview: 
µ:HOO,GRQ¶WFRQVLGHUP\VHOIWREHIUDLOEHFDXVH,DPDEOHWRLI,NQHZQR-
RQHZDVFRPLQJIRUGLQQHUWRGD\,¶YHJRWVRPHPLFURZDYHPHDOV,¶PTXLte 
HDVLO\DEOHWRSRSRQHLQWKHPLFURZDYHDQGLW¶VUHDG\LQDIHZPLQXWHV,¶P
DEOHZLWKWKHDLGRIWKLVPRELOLW\IUDPH,FRXOGQ¶WZDONZLWKRXWWKDW,¶PDEOH
WRJHWLQWKHNLWFKHQ,¶PQRWDEOHWRJHWLQWKHEDWKURRPLWIUDPHZRQ¶WJRLQ
so I have to have a commode. I consider myself lucky really. You have to 
NHHSWU\LQJ$OOROGSHRSOH,NQRZZLOOWU\¶VWLQWHUYLHZ23 
Similarly, Eve did not consider herself to be frail because she was still able to 
cope with her daily routine, as she described: 
µ,FDQFRSHZLWKPRVWWKLQJV,FDQKDQGOHWKHZDVKLQJPDFKLQH,FDQPDNH
myself a cup of tea. I can make myself anything in that way. Just sometimes 
LW¶VZRUNWKDWDQQR\VPHWKDW,FDQ¶WMXVWSXWWKHFOHDQHURQ,FRXOG,
VXSSRVHLIDSXVKHGP\VHOI¶1st interview: OP10). 
I think by presenting themselves in this way there was an attempt to portray a 
self as independent in the context of ill-health and ageing, one that was able 
to use initiative and be self-reliant in spite of limitations. Moreover, there was 
a sense of maintaining a continuity of self and therefore identifying 
themselves as a frail person did not fit with their opinion of themselves.  
In contrast, two older people did consider themselves to be frail and for both 
of them this was linked to their physical ill-health and ensuing disability. Here 
I considered that there had been a degree of accommodation of the changes 
brought on by physical impairment and that these physical changes were 
interpreted as representing frailty. Vera thought of herself as frail because of 
her physical ill-health, including her recent weight loss, swollen feet and falls. 
There were also issues with her energy levels as she recalled how she 
became easily tired, especially when she went to her daughters for Sunday 
lunch: 
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µ,KDGDULJKWMREODVWZHHNJHWWLQJLQWRP\GDXJKWHU¶VKRXVH%RWKRIWKHP
me son-in-ODZDQGPHGDXJKWHUDQGKHJRWKROGRIRQHDUP+HVDLGµ:H
RXJKWWRKDYHEURXJKWWKHZKHHOFKDLUZHZLOOGRQH[WWLPH¶DQGKHVD\V
µ:H¶OOEULQJWKHFRPPRGHGRZQQH[WWLPHVDYH\RXJRLQJXSWKHPVWDLUV¶
&RVKHVD\Vµ,WNQRFNV\RXRXW¶DQG,VD\Vµ,WGRHVORYH¶,JHWNQRFNHGRXW
HDVLO\DQGWKDW¶VZK\,ERXJKWWKDWRWKHUFKDLU,OLNHLWWRJRULJKWWRWKHWRSLW
JRHVULJKWWRWKHWRS,W¶VDORWEHWWHUIRUme. I turn it round then, get hold of 
PHIUDPHDQGWKH\JHWDWWKHEDFNRIPHFDUHUVWRPDNHVXUHWKDW,GRQ¶W
IDOO¶QGLQWHUYLHZ23 
Likewise, Stephen considered himself to be frail because of his numerous 
health problems, as he described: 
µ,WKLQN of myself as frail. I do with my legs and my eyesight. Of course if I 
KDYHDVKDYH,FDQ¶WVHHSURSHUO\ZKHUHP\VLGHEXUQVDUH$QGWKHUH¶VP\
DUWKULWLV¶VWLQWHUYLHZ23 
,QGHVFULELQJVRPHRIKLVKHDOWKSUREOHPV6WHSKHQ¶VUHIHUHQFHWRKLVLPDJH
suggested that his inability to shave himself adequately presented a frail 
person to the external world.  
Most of the older participants had to come to terms with the fact that their 
bodies would not always enable them to engage in taken for granted 
activities. Nevertheless, changes to the body provoked concern in relation to 
GDLO\OLYLQJ:KHUHWKHUHZDVDORVVRIRUFKDOOHQJHWRDQROGHUSDUWLFLSDQW¶V
autonomy, managing established routines and personal care became 
difficult. In these situations the concern with the functioning of the body led to 
some older participants to express that they felt frail.  Here feeling frail was 
directly linked to changes in the body that provoked self-doubt concerning 
daily living. In the case of Amelia she was finding it increasingly difficult to 
walk into the kitchen to make a cup of tea, finding that it was not only her 
breathlessness that affected her but she was losing the bodily strength to 
pick up the kettle. She described this during the third interview: 
µ,W¶VJHWWLQJKDrder to walk into the kitchen to make a cup of tea. I get really 
breathless and kind of wobbly when I am walking sometimes.  Last week I 
ZDVQ¶WDEOHWRSLFNXSWKHNHWWOHZKHQ,ZDQWHG,IHOWOLNHWKURZLQJWKHNHWWOH
through the window. I felt like that. 7KHQ,WKLQNµ<RXVKRXOGJHWDVPDOOHU
NHWWOH¶VR,ERXJKWRQH¶UGLQWHUYLHZ23 
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Here the feeling of frailty was temporary. She was able to re-evaluate her ill-
health, and her inability to manage what she considered to be a basic task, 
and persevered in finding a solution.  
Likewise, as Christine lost weight, following major dental surgery, she began 
to notice how her body was less able to cope with her daily activities, such as 
pushing her mobility trolley through to the kitchen to get the sandwiches her 
carers had prepared for tea time. She described how she felt during the 
fourth interview: 
µ,W¶VWHUULEOHDWWKHPRPHQW%HFDXVHDQ\H[HUWLRQDQGP\KHDUWSRXQGVDQG,
IHHOWLUHG,ZDQWWRVLWGRZQ,IHHOVRZHDNLW¶VHLWKHUZHDNRUIUDLOZKDWHYer 
you like to call it. Normally I would be up and about and forget about it, any 
DFKHVDQGSDLQVEXW,FDQ¶WDWWKHPRPHQW%XWNQRZLQJWKDW\RXDUHRQ\RXU
RZQ\RXKDYHWRJHWRQDQGGRZKDW\RXZDQWWRGR%XWLW¶VGLIILFXOWDWWKH
PRPHQWLWGRHVQ¶WWDNHPXFKWRRYHUGRLW,¶PKRSLQJLWGRHVQ¶WEULQJRQD
EDGDWWDFN¶WKLQWHUYLHZ23 
 Although older people described how bodily changes affected their ability to 
control their routine, on the whole these difficulties were overcome or worked 
round. Therefore, control was maintained and the feeling of frailty was 
temporary. In contrast I observed how Grace found it increasingly difficult to 
accommodate the changes to her body following a series of falls and further 
functional decline. Over a few weeks I noticed how the changes to her body 
greatly challenged her autonomy in daily living and I began to think she was 
becoming frail. For example, following her return home from a three week 
stay in an intermediate care unit Grace described how she had been unable 
to get up from the toilet: 
*,µYHKDGDKLJKVHDWWRLOHWSXWLQWRGD\,FRXOGQ¶WJHWRIIWKHWRLOHW
\HVWHUGD\ZKHQ,FDPHKRPH$QG,WKRXJKWµ2KORUG¶$Q\ZD\,VDWDQGVDW
,¶GEHHQVDWWKHUHDQKRXUDQG,FRXOGQ¶WJHWRIIDQG,WKRXJKW2KGRQ¶W panic 
VRPHRQHZLOOFRPHWKLVDIWHUQRRQ¶ 
JS: And you were sat on the toilet for 1 hour? 
G: Yes. 
JS: Oh Grace. 
*7KDW¶VZKDW,WKRXJKWEXW,MXVWFRXOGQ¶WPRYH\RXVHHWRJHWRXWRIWKH
way. I tried and tried but then gave it up as a bad job.  
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JS: So how did you get off? 
*:HOO,¶PMXVWWU\LQJWRWKLQN,NQRZP\GDXJKWHULQODZFDPHDQGVHQWIRU
VRPHERG\%XW,WKRXJKWWRP\VHOIµ:HOOVRPHERG\¶VVXUHWRFRPH¶EXWWKH\
QHYHUGRZKHQ\RXZDQWWKHPWR,¶PILQGLQJLWUDWKHUKDUGDWWKHPRPHQW
DGMXVWLQJ¶ (1st interview: OP4). 
OYHUWKHIROORZLQJPRQWK,REVHUYHGKRZ*UDFH¶VPRXQWLQJOHYHORIGLVDELOLW\
became increasingly problematic and she found it difficult to recreate a 
structure to her day in order to establish a sense of control. New problems 
emerged daily, for example, on the morning of the third observation she had 
been unable to get out of bed. This seemed to be one of the final issues that 
indicated to her that she was finding it increasing difficult to exert control over 
her daily living. At this point I think that Grace was starting to consider 
whether she was becoming frail. She began to talk about how the changes to 
her body were making her feel: 
µ,GRQ¶WOLNHWKLVIDOOLQJDVOHHSEXVLQHVV,DPQRWXVHGWRLW%XWOLNH,VD\\RX
get some older SHRSOHDQGWKH\VHHPWRJRULJKWIUDLOEXWVRPHWLPHVLW¶VDELW
SXWRQ%XWWKDWERWKHUHGPHWKLVPRUQLQJZKHQ,FDQ¶WJHWP\VHOIXS2QWKH
EDFNRIP\QHFNDOODFURVVPHVKRXOGHUVDOODFURVVPHVKRXOGHUEODGHV,W¶V
DOOVWLIIHQHGXS¶th Observation: OP4) 
For the first time she drew upon characteristics linked to frailty to compare 
ZLWKKHURZQVLWXDWLRQ+HUH*UDFH¶VERGLO\FKDQJHVZHUHFKDOOHQJLQJKHU
sense of self as an autonomous individual; yet, she did not want to 
acknowledge that she might be becoming frail. She continued to protect 
herself from the idea of becoming frail by drawing on her personal 
FKDUDFWHULVWLFVWKDWIURPKHUSHUVSHFWLYHGLGQRWOLQNWRIUDLOW\DVVKHVWDWHGµI 
know I have DORWRQP\SODWHDWWKHPRPHQWEXW,¶PGHWHUPLQHG¶. Grace 
never articulated that she felt frail and I wondered if she recognised that his 
situation was becoming permanent, posing a huge threat to her continuity of 
personhood.  
6.2 Frailty as confinement 
Most of the older participants were unable to independently leave their 
homes as a result of physical impairment and poor mobility. Here the loss of 
agency of the body generally confined them to a space that they could 
manage on a daily basis. Consequently, two of the older participants had 
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chosen to remain permanently in their homes. For example, Stephen lived on 
the top floor of a block of flats and had made the decision that he would no 
longer go outside as negotiating the lifts was complex. Likewise, Esther had 
concluded that the effort required to leave her home far outweighed the 
benefits of attending the luncheon club that had been suggested by the 
community matron. Others were able to leave their homes but only when 
they were provided with transport and assistance. For example, Derek and 
Eve attended luncheon clubs in their local area. Eve, Christine and Vera 
were taken out by family members for shopping trips and celebratory events, 
such as birthday meals. Derek, Keith and Martha were the only participants 
who were able to go outside their homes alone. Derek walked to the corner 
shop every morning to buy a newspaper. Keith was able to drive to the local 
shops on a regular basis, as well as attending a fortnightly Rotary club 
meeting, although towards the end of the study period he was no longer able 
to manage this.  By the end of the study period Martha was able to walk into 
her garden herself to hang washing out.  
6.2.1 Attachment to home 
On further scrutiny I considered that being confined to the home did not 
necessarily equate to the experience of being frail. From my observations it 
was clear that the home was important in sustaining and creating a positive 
sense of self and identity. All the older participants demonstrated an 
attachment to their homes, in that they wanted to stay at home. Here 
attachment to place appeared to be important as it enabled the older 
participants to express their independence and on-going capability.  However 
the desire to stay at home was evident even when situations occurred that 
challenged independence, which at times contributed to the older participants 
feeling unsafe.  For example, Vera fell during the night after getting up to use 
the commode and lay on the floor for 8 hours before the carers arrived to get 
her up but she did not want to move to a care home. Similarly, in spite of 
worsening breathlessness and difficulties in coping with daily living Esther 
also continued to refuse to go into a care home. Therefore attachment to 
home was more than demonstrating independence and it became clear that 
personal meanings were connected to the home.  
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6.2.2  A life lived 
Most of the older participants had lived in their homes for a lengthy period; for 
eight they were still living in their marital home where many had brought up 
families. Therefore, attachment to home was connected with personal 
meanings related to a life lived, as well as family and social ties. All of the 
participants talked about their lives in the context of their home. Keith and 
Derek, both widowed, frequently referred to the care that they had given their 
wives at home, during the last years of their lives. Christine, Vera and Eve 
often mentioned their experiences of bringing up their children in the home. I 
also observed how, in spite of external aids and appliances and changes to 
downstairs living space, most of the older participants were still surrounded 
by objects and materials of their choice. These items appeared to be 
important in maintaining and contributing to an on-going identity. For 
example, Eve had been a keen crafts woman all her life. She could still knit 
although she could no longer manage the fine detail of embroidery. Around 
her living room she had a large number of screens that she had made over 
the years, which she was proud of. Similarly, Grace had been a keen 
gardener. Although she could no longer tend to the garden she had placed 
plants on all the window ledges so that she could grow flowers and herbs 
inside.  
Photographs in particular were another way that identity, a life lived, was 
maintained and these were often used as talking points by the older 
participant. I noted how in moments of difficulty photographs were used to 
put forward an alternative to the current experience. For example, when Vera 
was losing a lot of weight she showed me a photograph of herself in her 
IRUWLHVZKHUHVKHKDGEHHQELJJHUDVVKHSXWLWµERQQ\¶Likewise, when 
Esther was experiencing problems with the carers she showed me a 
photograph of herseOIZKHQVKHZDVPDUULHGDQGZRUNLQJLQKHUKXVEDQG¶V
pub. Here aspects of life from the past were kept alive enabling a sense of 
continuity as well as fostering a positive self-image.  
6.2.3 Social isolation 
Confinement to the home made it difficult for the older participants to 
maintain their social connections. This was a source of frustration to many 
older participants as they could no longer visit family and friends when they 
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wanted to. Not being able to go out also limited daily social contact and the 
ability to engage in small talk. For example, Vera recalled how she used to sit 
RQWKHGRRUVWHSDQGµwatch the world go by, chatting to people as they 
SDVVHG¶ She often referred to the fact that now she just sat in the same 
position every day, illustrated from an extract from the first interview:  
µ,W¶VYHU\UDUHWKDW,JHWRXWRIWKLVFKDLUHYHQWRRSHQWKHGRRULQIDFW,OHDYH
LWRSHQIRUQHLJKERXU6KH¶VDJRRGIULHQG¶ (1st interview: OP1) 
Martha and Esther could no longer chat to their neighbours on a regular 
basis and they both missed the opportunity for sharing day to day 
experiences. Esther joked one day that they were probably both sitting in the 
living rooms alone with the television on and that perhaps they should knock 
the dividing wall down. 
Here a social dimension to frailty was revealed demonstrating that not being 
able to engage in external social activities, because of confinement to the 
home, could contribute to being frail. On closer examination I considered that 
it was not just about being able to go out, but the lack of meaningful social 
contact that could contribute to being frail. In support of this although 
Stephen no longer went out, a combination of friends, neighbours and family 
visited every day and this appeared to provide him with the significant 
interaction and support that he needed. In this sense he did not appear to be 
frail. In contrast Vera often talked about being lonely and during some of the 
community matron¶VYLVLWVDQGLQWHUYLHZVZRXOGFU\+HUHWKHGHFUHDVHLQ
social contact seemed to be a source of great loss to Vera and contributed to 
her frailty. I observed how she appeared to be in her element when there 
were a lot of visitors and activity within the home. For example, on a number 
of occasions when I arrived at 9HUD¶VKRXVHWKHUHZRXOGEHDQXPEHURI
people present, such as, the care workers, hairdresser, neighbour and 
community matron. I interpreted these situations to be chaotic, with a 
whirlwind of activity happening over a short period of time. The following 
extract from my field notes during the second observation visit illustrates this: 
When I entered the house after knocking Vera was in the kitchen with 
the community matron and the hairdresser. Vera was having rollers 
put in her hair. The community matron was making a cup of tea and 
getting biscuits. There was a general chit chat and banter going on 
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between the three of them. Vera and the community matron were 
joking about the community matron¶VILJXUHDQGELVFXLWV7KH
hairdresser then put on the portable dryer, which is very noisy, and 
goes into the living room. The carers arrive ± 9HUD¶VKRXVHEHFRPHVD
whirlwind of activity. What strikes me is that Vera is in the middle of all 
this with no real control of the situation ± she has the drier on and 
cannot hear what is going on. The community matron and carers have 
DGLVFXVVLRQDERXWWKHFKDQJHWR9HUD¶VPHGLFDWLRQV7KHFDUHUVWKHQ
talk to Vera and they all have a joke at how strange she looks with the 
portable drier on ± Vera joins in this ± she has a good sense of 
humour (4th field note: OP1). 
I considered that although Vera was at the centre of the activity she seemed 
out of control of the situation. However, Vera did not experience these 
situations in the same way and she enjoyed the frenetic level of activity, as 
she stated: 
µ,OLNHWKHFRPSDQ\LW¶VJUHDWWRKDYHDODXJKDQGDMRNHZLWKSHRSOH¶ (4th 
interview: OP1) 
This was different to the days where she saw few people and on these 
occasions she was glad when the carers came to put her to bed at night. 
6.2.4 µ)HHOLQJ¶LVRODWHG± µDKROHLQWKHSURJUDPPH¶ 
Changes to valued support networks highlighted the important role that these 
played in maintaining health and wellbeing, when confined to the home 
permanently or for long periods. In some situations concern about these 
changes led some older participants to express that they felt frail. For 
example, Keith mentioned feeling frail following the recent death of a close 
friend who had visited on a weekly basis. The loss he experienced appeared 
to reinforce his social isolation. As he stated during the third interview when I 
asked him why he felt frail that particular day: 
µ%HFDXVH,¶PVWXFNKHUH7KHUH¶VWRRPXFKWLPHWRWKLQNWRRPXFKLVJRLQJ
through your head. I used to have a friend who used to come regularly, he 
was really good. His wife knew my wife since she was a child. Well he died 
WZRZHHNVDJRDQGWKDW¶VNQRFNHGPHEDFNEHFDXVH,FRXOGVLWDQGWDONWR
KLPKDYHDODXJK5HPHPEHUWKLQJVDVWKH\XVHGWREH,W¶VPDGHDKROHLQ
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the programme now, beFDXVHWKHUH¶VQRERG\,KDYHDVLVWHULQSODFHZKR
LV,WDONWRKHURQWKHSKRQHEXW,FDQ¶WPHHWIDFHWRIDFH,GLGGULYHRYHU
RQFHODVWVXPPHUEXWLW¶VWRRPXFKQRZ,GRQ¶WOLNHWKHGULYLQJ$QGLW¶VHYHQ
worse with all the roads having been diverted, with the road works because 
RIWKHURDGFROODSVH6KH¶VRQKHURZQDVZHOOKHUKXVEDQGGLHG,WDONWR
KHUWKUHHWLPHVDZHHN6KH¶VROGHUWKDQPH:HGLGQ¶WDOZD\VJHWRQDVNLGV
EXWZHGRQRZ¶UGLQWHUYLHZ23 
The loss of his friend not only challenged the continuation of social 
relationships but also brought to the surface the multiple losses Keith had 
experienced. His wife had died three years ago, followed a year later by the 
death of his daughter at a young age from cancer. He now had no contact 
with his granddaughter who had ceased visiting after the death of her mother. 
2YHUDPRQWK.HLWK¶VPRRGGHWHULRUDWHGIXUWKHUDQGLWEHJDQWRDIIHFWKRZKH
managed his daily routine, prompting a referral by the community matron to 
the community mental health team for support.  
The importance of maintaining valued relationships was also experienced by 
Eve. Her anxiety was heightened when her daughter broke her ankle and 
was unable to maintain her weekly visit which Eve relied on for both practical 
and emotional support, as she mentioned during the fourth interview: 
µ7KHUHDUHRGGGD\VZKHQ,IHHODELWGRZQ0RVWO\,JHWE\,GRQ¶WZRUU\
although (daughter) has not been too well this week. She fell and broke her 
ankle. $QGVKH¶VVWLOOWU\LQJWRJHWRYHUWKDWSUREOHPZLWKKHUWHHWK2QHWKLQJ
WKDWZRUULHVPHLVWKDWGDXJKWHUZRQ¶WEHDEOHWRFRQWLQXHZLWKGRLQJLW
6KH¶VQHDUO\KHUVHOIVR,GRQ¶WNQRZZKDWZLOOKDSSHQWKHQ,VKDOOKDYHWR
get someone in to clean evHQWXDOO\GDXJKWHUGRHVLWDWWKHPRPHQW,¶P
QRWJRLQJWRJLYHZD\,NQRZ,IHHOVRUU\IRUP\VHOIEXW,VKRXOGQ¶W,XVHGWR
have some lovely neighbours but they have all gone one at a time. And now I 
am surrounded by students. I worry more as I get oOGHU,¶PJODG\RX¶YH
come. I cry sometimes when I go to bed and cry myself to sleep. We were 
WRJHWKHUIRU\HDUV,GRQ¶WFU\P\IDPLO\GRQ¶WZDQWPHWR:H¶YHDOOJRWWR
JHWROG<RXGRQ¶WH[SHFW\RXQJRQHVWRNQRZ,¶PTXLWHFRQWHQW,¶YHKDGD
good OLIH,W¶VMXVWWKDW,PLVVP\KXVEDQG¶WKLQWHUYLHZ23 
(YH¶VDFFRXQWUHYHDOVWKDWLWZDVQRWRQO\WKHUHGXFHGVXSSRUWIURPKHU
daughter that was causing her anxiety. Thinking about it raised awareness of 
the loss of her husband, clearly an important relationship for her.   
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A decrease in contact with existing friends also contributed to the experience 
of social isolation and some of the older participants articulated that they 
missed the camaraderie of their friends. Many commented that their 
friendship groups were decreasing either through death or because their 
friends had also become ill and were unable to leave their homes. For 
example, until a year ago Esther had been visited regularly by a couple that 
she and her husband had gone dancing with. However, following the death of 
KHUIULHQG¶VKXVEDQGVKHZDVQRORQJHUYLVLWHGE\KHUIULHQGDVVKHFRXOGQRW
drive. In some instances contact with peer groups was maintained by 
attending events such as luncheon clubs; however, for many this did not 
replace the companionship of friends and some became reluctant to attend.  
On closer analysis the lack of social contact did not bother everyone to the 
VDPHH[WHQW,FRQVLGHUHGWKDWWKLVDSSHDUHGWRGHSHQGRQWKHLQGLYLGXDO¶V
character and personal circumstances. For example, Esther appeared to be 
relatively self-sufficient and did not appear to require a lot of company and on 
the whole she seemed content to be on her own. At a young age she had 
worked in the steel industry during the war. Also, she had not married until 
she was in her forties and I got the impression that she had always been 
fiercely independent. In contrast, Vera appeared to need many people 
around. It may have been linked to the fact that she had always been 
protected; she recalled one day that she had rheumatic fever as a child and 
that for four years her father had carried her everywhere. She married at a 
young age and she indicated that her husband had looked after her well. 
6.3 Frailty as vulnerability 
There were episodes where many of the older participants stated that they 
felt frail. Although circumstances where the older participants expressed 
feeling frail were unique to each individual a feature of these situations was 
that they provoked anxiety and fear. Moreover, the emotional expression of 
feeling frail appeared to signal a threat to their sense of self, which appeared 
to lead to feelings of heightened vulnerability. For some older people 
episodes of feeling frail were accommodated and therefore became a 
temporary feature of their experience. For others the situations became more 
permanent and in these circumstances I considered that an older person 
could be becoming frail. 
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For a number of people feeling frail referred to the way that managing daily 
living activities sometimes became precarious. Where bodily changes made 
it difficult to negotiate taken for granted activities these were perceived as 
risky, which led to feelings of anxiety and fear. For example, following 
0DUWKD¶VIDOOUHVXOWLQJLQDEURNHQOHJVKHEHFDPHIrightened of falling again 
and sustaining further injury. Two months following her return home from 
hospital she mentioned: 
µ,GRIHHOIUDLOVRPHWLPHV7KHUHKDYHEHHQWLPHVZKHQ,KDYHEHHQZDONLQJ
ZLWKP\VWLFNDQG,¶YHIHOWDVWKRXJK,¶PJRLQJWRWULS\RXNQRZ,¶P
IULJKWHQHGRIWULSSLQJ,GRQ¶WZDQWWRJRVRPHZKHUHOLNHWKDWDJDLQ%HFDXVH
,¶OOHQGXSKDYLQJ0RUSKLDDJDLQDQGKDYLQJWKHK\VWHULFV$QLJKWPDUHLW
ZDV<HV,¶PIULJKWHQHGRIIDOOLQJDJDLQ,¶YHDOZD\VEHHQDGDUHGHYLOHYHQ
as a child. ,WKDVELJJHUFRQVHTXHQFHVZHOO,IRXQGRXWWKDWP\VHOI¶UG
interview: OP5). 
In spite of feeling frail it did not stop Martha taking risks with her mobility 
during her recovery. As she recovered I observed how she appeared to feel 
less frail and began to take risks with her daily activities. During the fourth 
interview she recalled how she was waiting for the better weather so that she 
could go up and down the garden alone. Although she was walking to the 
black bin she was reluctant to go any further because the paving stones were 
uneven. Martha was taking greater risks at the end of the study period which 
included climbing a step-ladder to get rid of the streaks on the windows after 
her daughter had cleaned them. Her attitude to risk taking appeared to 
change as she regained control of her body.  
Where it had appeared to be her responsibility for falling she now linked the 
possibility of falling to chance, as an accident, as she stated in the final 
interview:  
µ,GRQ¶WIHHOIUDLOQRZ,MXVWNQRZLWLVSRssible to slip up accidentally. So, I just 
KDYHWRZDWFKLW0LQG\RXWKHUH¶VQRSRLQWLQZDWFKLQJLWLILW¶VJRLQJWR
KDSSHQLW¶VJRLQJWRKDSSHQ¶WKLQWHUYLHZ23 
Here she had accommodated a change to her mobility and integrated it into 
her identity to maintain continuity of personhood. Similarly, Vera experienced 
a number of falls and this contributed to a level of uncertainty as to whether 
she could manage at home. She was becoming increasingly worried as to 
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whether she could stand up to use the commode in the day, which was 
placed at the side of her chair. At this point in the trajectory of her condition 
she articulated that she felt frail, and she linked this to being frightened about 
the future.  However, for Vera feeling frail also became a temporary 
experience. Towards the end of the study, following an inpatient stay in 
hospital, I observed how she had more energy and with support she was able 
to do a lot more for herself. This also appeared to lift her mood. She 
mentioned during the final interview: 
µ,GRQ¶WIHHOIUDLODQ\PRUH,FDQGRDORWPRUH,ZDVDEOHWRPDNHP\VHOID
cup of tea this morning and I had a bath yesterday. The carers helped me in 
with the bath chair but I was able to wash myself. And I was singing, and 
WKH\VDLGµ:KR¶VWKDWVLQJLQJ"¶,VDLGµ,W¶VPHKDYHQ¶W\RXKHDUGPHVLQJ
EHIRUH"¶$QGWKH\VDLGµ1R¶,VLQJWKRVHPRGHUQVRQJV,FDQ¶WUHPHPEHU
WKHROGRQHV$OWKRXJK,VKRXOGEHFDXVHP\IDWKHUXVHGWRVD\µ6KH¶VDWLW
DJDLQ9HUD¶VDWLWDJDLQVKH¶OOZDNHDOOWKHQHLJKERXUVXS¶WKLQWHUYLHZ
OP1). 
During challenging situations not all the older participants articulated that 
they felt frail, however they recounted experiences where they expressed 
fear and anxiety regarding their situation. Where there was an awareness of 
a change in bodily health and the risks the change imposed, some older 
participants gave the impression of being vulnerable as their continuity of self 
was threatened. For example, Christine experienced an episode of severe 
chest pain during the night, which came out of the blue to her and had not 
been linked to overdoing activities during the day. She described this during 
the third interview: 
µ,KDGDUHDOO\EDGDQJLQDDWWDFNODVWZHHN,WZRNHPHXSLQWKHQLJKWWKH
pain woke me up in the night. I WKRXJKWµ:KDW¶VZURQJZLWKPHDWWKLVWLPHLQ
WKHPRUQLQJ"¶,ZDVUHDOO\VFDUHG0LQG\RX,KDYHWRJHWXSWRJRWRWKHORR
a couple of times, so I eventually realised what it was. I was groping for my 
SXIIHURQWKHEHGVLGHFDELQHW,FRXOGQ¶WILQGWKH button to press and then I 
FRXOGQ¶WJHWLWWRZRUN$Q\ZD\,ILQDOO\PDQDJHGWRXVHP\VSUD\DQGWKHQ,
just lay still, had another spray until it eventually went off. When they are bad 
they are pretty frightening. I knew if I was quiet it would go but this one lasted 
20 PLQXWHV,WKLQN,SDQLFNHGEHFDXVH,GLGQ¶WNQRZZKDWZDVKDSSHQLQJ
$QG,¶PZRUULHGQRZZKDWLWPHDQV,VKRXOGQ¶WEHJHWWLQJSDLQZKHQ,
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KDYHQ¶WGRQHDQ\WKLQJRXWRIWKHRUGLQDU\LQWKHGD\,¶PDELWVFDUHGWRPRYH
DWWKHPRPHQW¶UG interview: OP10). 
On return home from the intermediate care unit Grace was worried how she 
was going to physically manoeuvre around her home without falling. During a 
conversation with the community matron she kept referring to the personal 
alarm that she was now wearing around her neck. The pace of change, in 
relation to her deteriorating health and movement across care boundaries, 
had been rapid which appeared to contribute to her vulnerability. This extract 
illustrates how her return home from the intermediate care unit had been 
rushed: 
µ,FDPHKRPHHDUOLHUWKDQWKH\WKRXJKW,ZDVFRPLQJ\HVWHUGD\EHFDXVH
ZKDWKDSSHQHG7KH\FDPHHDUO\EHIRUHRQHR¶FORFNEHIRUH,¶GKDGPH
GLQQHUDQGWKHQVRPHERG\VDLGWRPHµ*UDFH\RX¶YHJRWDFRXSOHRI
YLVLWRUV¶, VD\V¶2KWKDW¶OOEHQLFH¶:KHQ,ORRNHGLWZDVWZRDPEXODQFH
PHQZKDWWKH\FDOOHGZLWKFDUVDQG,VDLGµ2K¶$QGRIFRXUVHLWZDVDOO
rush, rush, rush. Same when I was coming home. I keep thinking. Oh well 
,¶YHJRWP\DODUPQRZ¶ (2nd observation: OP4) 
The precariousness of her current situation is reflected in her reference to the 
personal alarm around her neck. Furthermore, the reference to personal 
safety demonstrated her vulnerability, particularly in relation to her feeling of 
security. It seemed that Grace had to balance on the one hand her desire to 
be at home, with the possible realisation that she did not have the ability to 
be in control of daily living, which made her feel unsafe.  
In both these situations I considered that the older particiSDQW¶VVHQVHRIVelf 
was being threatened and compromised. For Grace, this was linked to her 
ability to negotiate and manage her home. For Christine, it was related to her 
ability to control worsening of her symptoms. 
6.3.1 Positive approach  
Expressing a positive outlook to life ZDVDSSDUHQWLQWKHROGHUSDUWLFLSDQW¶V
accounts and appeared to act as a counterpoint to situations where they 
experienced feeling vulnerable. In describing how he was still finding it 
difficult to manage his leg cramps, Derek mentioned the importance of 
µNHHSLQJLQJRRGVSLULWV¶Martha tried not to dwell on the impairment to her 
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ability after her fall, by making light of her situation in relation to others, as 
she mentioned: 
µ:RUVHWKLQJVKDSSHQDWVHDDVWKH\VD\,¶PNHHSLQJ P\IHHWRQWHUUDILUPD¶
(5th interview: OP5). 
Pushing negative thoughts to the background was also a strategy that 
enabled older people to maintain a positive outlook. When Amelia 
experienced worsening symptoms she mentioned how:   
µ,MXVWSXVKWKRXJKWVRIQRWEHLQJDEOHWRFRSHWRWKHEDFNRIP\PLQG¶UG
interview: OP7).   
Similarly, Esther and Christine on the whole tried not to think about the 
periodic difficulties that they faced. I also observed how many of the older 
people used humour and this appeared to contribute to the maintenance of a 
positive outlook in demanding situations by making light of a situation. 
Christine would frequently make humorous comments regarding her situation 
when it was difficult or when she was experiencing a challenging moment. 
For example, when she struggled to stand up so that the community matron 
FRXOGSXWFUHDPRQKHUVDFUDOSUHVVXUHVRUHVKHFRPPHQWHGµNot a pretty 
VLJKW,VKRXOGWKLQN¶Stephen often used humour to lighten the atmosphere 
when his current problems were troublesome. For example, during the third 
visit it became apparent that he had recently fallen. Alongside this his urinary 
catheter required changing and he was developing a chest infection. He 
mentioned that everything always happened at once and that he did not like 
to be a burden to which the community matron replied he was not. When the 
community matron asked when he had last completed a course of antibiotics 
the following conversation ensued: 
CM: When did you finish your last antibiotics? 
S: Yesterday (starts to sing the Beatles song). 
CM: Oh yesterday (laughs). All my troubles seemed so far away. 
6VWLOOVLQJLQJ1RZLWORRNVOLNHVKH¶VLQWKHIDPLO\ZD\,KDYHQ¶WORVWP\
sense of humour. (We all laugh) (4th interview: OP9). 
Here humour was used to deflect from the current situation as well as 
indicating a previous life where he did not experience such problems.  
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Humour was also used to reassert a positive sense of self. Following a fall 
and an in-patient stay at an intermediate care unit, Grace was visited by a 
social worker. During this encounter I observed how Grace was often spoken 
over as if she was not in the room. When the social worker left she asked, 
µ$P,VWLOOKHUH"¶as the community matron counted her pulse.  
It became apparent that it was not always possible for the older participants 
to adopt a positive outlook to their current situation, especially where there 
was deterioration in their condition.  Vera started to become very tearful 
during the observations and interviews towards the end of the study as she 
was becoming increasingly overwhelmed and distressed by the changes to 
her health and the ensuing loneliness. She often mentioned that she did not 
NQRZZKDWZDVZURQJZLWKKHUµ,GRQ¶WNQRZZK\,DPOLNHWKLV¶At one point 
(VWKHU¶VFRQYHUVDWLRQVWDUWHGWREHGRPLQDWHGE\KHUDQJHUDQGIUXVWUDWLRQDW
her increasing breathlessness as it indicated to her that her condition was 
getting worse. She was beginning to feel fed up and she did not know how to 
improve her situation. GrDFH¶VXVHRIODQJXDJHDOVRUHYHDOHGKRZVKHZDV
becoming agitated and troubled by the deterioration in her health during later 
visits. I noticed that she constantly repeated the phrasesµZKHQ,DGMXVW¶or 
µZKHQ,DGMXVW,ZLOOEHDOULJKW¶This behaviour demonstrated to me the level 
of uncertainty that she was experiencing as she was confronted with the 
reality of her declining independence, thus her ability to manage her daily 
routine.  
6.3.2  Maintaining confidence  
:KHUHROGHUSDUWLFLSDQW¶VH[SHULHQFHGepisodes of feeling frail the ability to 
maintain confidence in their own capability was important. It appeared to 
enable them to manage periods of uncertainty and take control of the 
situation.  Although, Martha, Eve and Christine experienced episodes of 
vulnerability they never lost confidence in their ability to manage the periods 
of uncertainty. This seemed to be because the challenges were relatively 
short lived. In contrast, where changes to health and wellbeing took on a 
more permanent feature a loss of confidence ensued. For Esther this related 
to her inability to control her breathlessness. As she became worse she lost 
her confidence in her ability to manage these episodes alone. At times in 
conversations she debated with herself revealing the tension she 
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experienced in trying to maintain her confidence to manage her 
breathlessness: 
µ0\EUHDWKLQJZDVUHDOO\EDG\HVWHUGD\,FRXOGQ¶WJHWP\EUHDWKDQGLW
PDGHPHSDQLF%XWZKDWGR,H[SHFW,¶PQRWLOOLW¶VMXVWP\EUHDWKLQJ,
just need to take my time more, I know it will pass. Just take my 
inhaler¶WKREVHUYDWLRQ: OP3). 
Similarly, Grace lost her confidence and this was heightened as she 
recognised that what had appeared to be a temporary situation was 
becoming a permanent feature of her life and the loss of confidence in her 
physical functioning compounded her ability to organise her daily life. I got a 
sense that her diminishing confidence was linked to the fact that she was 
becoming detached from her living space, daily routine and social world. The 
uncertainty that was experienced as a result of her bodily changes intensified 
her disconnectedness from self, the home and her broader community.  I 
noted how the loss of power to influence her daily life was articulated in 
vague terms. For exampOHVKHSHUVLVWHQWO\PHQWLRQHGWKDWVKHZDVµbeing 
RII¶DQGZKHQDVNHGZKDWVKHPHDQWE\WKLVVKHUHSOLHGµ,NQRZ,¶PQRWGRLQJ
ZKDW,VKRXOGGR¶Although she found it difficult to articulate what was 
happening she was able to clearly link it to her lack of confidence:  
µ,KDYHORVWDORWRIFRQILGHQFHIRURQHWKLQJ\RXFDQVHHWKDW,GRQ¶WPRYH
YHU\RIWHQDQGWKHQGLIIHUHQWWKLQJV«,¶YHEHHQZDQWLQJWRJRRXWWKHUHIRU
VRPHZHHNVQRZSRLQWVWRWKHZLQGRZ(YHUVLQFH,¶YHFDPHIURPQDPHRI
care home$QGOLNHWKH\ZHUHVD\LQJRN,QHHGQ¶WJRWREHGZKHQWKH
FDUHUVFRPHDWSPEXWWKHQ,¶PZRUU\LQJZKHQDP,JRLQJWRJHWLQEHG",
ZLOOVWUXJJOH,¶YHJRWWZREDGDUPVZKLFKDUHKXUWLQJHYHU\GD\DEDG
EHKLQG¶VWLQWHUYLHZ23 
Keith was able to continue and to some extent to manage his daily routines; 
however he seemed to have lost the motivation to do so. This enhanced his 
loss of confidence.  Within a period of two months the community 
SK\VLRWKHUDSLVWKDGEHHQFRQFHUQHGWKDW.HLWK¶VPRELOLW\was deteriorating, 
with the subsequent impact on his ability to manage at home. Consequently, 
following two falls Keith was admitted to hospital, followed by a referral to an 
intermediate care unit. On return home he was awaiting to hear the outcome 
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of the referral to the community mental health team. He sounded in a low 
mood in his final interview as he recalled:  
µ,¶YHJRWUHDOO\ORZ1RWKLQJZDVKDSSHQLQJULJKWXSXQWLOODVW)ULGD\,GLGQRW
know what was happening and I was getting really down. They coXOGQ¶WWHOO
me whether I was going to (mental health clinic). I am getting really worried 
about myself because I am not eating, I have got to have something, I have 
no appetite. The carer could tell WKDW,ZDVQ¶WP\VHOIDQGVKHEURXJKW
something into the bHGURRP,VWD\LQEHGXQOHVV,HDW,¶PWRRWLUHG6LQFH
EHIRUH&KULVWPDVLW¶VEHHQDWROO,¶YHORVWP\FRQILGHQFH,¶YHJRQHGRZQKLOO,
NQRZWKDW,¶YHEHHQWU\LQJWRSXOOP\VHOIURXQGEXW,¶YHQRLQWHUHVW¶WK
interview: OP2). 
6.4 Frailty as a label 
6.4.1 2OGHUSDUWLFLSDQW¶VSHUFHSWLRQV 
When asked to describe frailty one of the central themes emerging from the 
older SDUWLFLSDQW¶V accounts was a physical dimension. This physical 
dimension incorporated physical appearance, physical decline and physical 
ill-health. For example, in detailing the characteristics of a frail person 
Stephen mentioned: 
µ:HOO,VKRXOGWKLQNWKH\¶GEHDELWXQVWHDG\RQWKHLUOHJVDQGORRNDELWSDOH
2OGLQWKHIDFH,VKRXOGWKLQN¶VWLQWHUYLHZ23 
Similarly, Martha, Derek and Keith all linked frailty to problems with mobility 
in relation to not being able to get about, specifically mentioning the use of 
aids and appliances to assist with mobility as markers of frailty. Both Esther 
and Christine associated a decline in senses, such as hearing and sight, with 
frailty. Grace made direct reference to falls and ill-health when recalling older 
people who she had considered to be frail in the intermediate care unit: 
µ:HOO,¶YHVHHQRQHRUWZRWKDW¶VIUDLO7KH\ZHUHVHQGLQJXVKRPe like (from 
the unit) and getting new carers in and out. Of the four that were going 
home, those two both finished back in. They had falls; made a right mess of 
WKHPVHOYHVEURNHQDUPVDQGDOOVRUWV¶VWLQWHUYLHZ23 
Likewise, Eve referred to the older women that she met at her weekly visit to 
WKHEOLQGFOXEDVEHLQJµZREEO\RQWKHLUOHJVDQGSRRUDWZDONLQJ¶Implicit 
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within these descriptions was a connection between the degree of physical 
decline and ill-health and the functional ability to manage daily routine.  
Further analysis revealed that these older participants did not regard physical 
decline and ill-health as the only indicator of frailty. To a lesser extent links 
were made to a cognitive dimension where being able to cope with daily 
activities was important. In this dimension not being able to make decisions 
because of a lack of mental capacity was perceived as contributing to frailty. 
A number of older participants UHIHUUHGWRDIUDLOROGHUSHUVRQDVµlosing their 
PDUEOHV¶and ¶QRWKDYLQJDOOWKHLUIDFXOWLHV¶.  
6.4.2 Community MatronV¶SHUFHSWLRQV 
The community matrons were asked to identify older people on their 
caseload who they considered to be frail. Although their descriptions of frailty 
incorporated a physical dimension this was not the only characteristic of 
frailty that they attributed to the older participants. In contrast to the older 
SDUWLFLSDQW¶VDFFRXQWVWKHcommunity matron¶VUHSUHVHQWDWLRQVZHUHPRUH
holistic, incorporating a range of dimensions. Alongside physical ill-health 
and functional limitations a psychological and social dimension was also 
assigned. For example, during the first interview the community matron 
described Esther as frail for the following reasons: 
µ6KHZDVYHU\YXOQHUDEOH,WKRXJKWVKHZDVYHU\DQ[LRXV,DWWULEXWHGKHU
alcohol and inhaler use to her anxiety, a lot of call outs for breathlessness, 
ZKLFK,DJDLQDWWULEXWHGWRDQ[LHW\6R,WKRXJKWVKH¶VGHSHQGHQWRQWKH
R[\JHQZLWKRXWWKHR[\JHQVKHZRXOGQ¶WEHDOLYH$OVRKHUQHHGVDQGKHU
dependency, she had two carers a day, this then increased to three, and in 
effect she FRXOGUHDOO\GRZLWKIRXUQRZLW¶VRQO\EHFDXVHRIWKHYDFXXPIODVN
LQWKHDIWHUQRRQVKHPDQDJHVZLWKWKHGULQN7KHUH¶VJRLQJWRFRPHDSRLQW
ZKHUHVKHZRQ¶WHYHQEHDEOHWRJRDQGJHWKHUWHDIURPWKHIULGJHSRVVLEO\
LW¶VJRLQJWREHDVWUXJJOHIRUKHr. Her dependency on carers. And I just 
WKRXJKWZLWKWKHR[\JHQDQGHYHU\WKLQJDQGWKHFDUHUVLQSODFHVKH¶VTXLWH
well in some ways for her age but without the oxygen and carers in place, 
VKH¶VYHU\IUDLO¶VWLQWHUYLHZ&0 
This extract illustrates KRZ(VWKHU¶VSK\VLFDOLOO-health and limited functional 
ability, combined with her dependency on external support and anxiety about 
her situation all contributed to the community matron¶VSHUFHSWLRQRIKHUDV
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frail.  Similarly, a combination of physical and social dimensions contributed 
to Martha being described as frail during the first interview with the CM: 
µ7KHIDFWWKDWVKHKDVKDGWKHFDUGLDFHSLVRGHV6KHLVDOVRYXOQHUDEOH
because she lives on her own. I know her daughter visits regularly but they 
dRQ¶WHYHQOLYHQHDUE\DQGWKDW¶VZKDWZRUULHVPHZLWK0DUWKDLVWKHIDFW
WKDWKHUGDXJKWHUGRHVQ¶WOLYHRQWKHGRRUVWHS,NQRZVKH¶VLQWKHVDPHFLW\
EXWLWVWLOOVHHPVDGLVWDQFHWRPH\RXNQRZVKH¶VQRWWKDWQHDU,WKLQNLW¶V
her vulnerability too, sKH¶VDOLWWOHELWXQVWHDG\DWWLPHV¶VWLQWHUYLHZ&0 
On closer examination there were occasions where age and physical 
appearance were used as markers to indicate frailty. Here I considered that 
the community matrons¶ILUVWLPSUHVVLRQVJXLGHGWKHLr opinions on what 
constituted frailty and led to a label being applied. For example, Vera was 
initially described by the community matron DVµDOLWWOHZULQNO\ROGODG\¶
/LNHZLVHIUDLOW\ZDVOLQNHGWR0DUWKDDQG*UDFH¶VDJHDQGWKHIDFWWKDWWKH\
were both thin. However, these initial labels were generally supported by 
reference to other dimensions of frailty and not used in isolation. In the case 
of Vera, the community matron commented upon her lack of independence 
and emotional instability, as she described during the first interview: 
µ,DOVRWKRXJKWVKHZDVIUDLOEHFDXVHVKHZDVVWLOOJHWWLQJYHU\XSVHWHYHQRQ
the first meeting she was tearful about the loss of her husband, she was a 
YHU\VDGOLWWOHODG\¶VWLQWHUYLHZ&0 
Similarly, although refHUHQFHZDVPDGHWR*UDFH¶VDJHDQGDSSHDUDQFHLQ
the first instance the community matron expanded her description of why she 
considered Grace to be frail to include functional and social dimensions: 
µ6KH¶GKDGIDOOVDVZHOODQGVKHREYLRXVO\QHHGHGZDONLQJDLGV7KHIDFWWKDW
VKHOLYHGRQKHURZQ6KH¶GJRWVRPHIDPLO\VXSSRUWVKHZHUHQ¶WKDYLQJDQ\
care company, but the family were paying a carer that was visiting Grace a 
couple of times a week. That was doing other things like taking her shopping 
and things like that, not just getting her meals because at that time she was 
able to get her own meals most of the time. I was also a bit concerned about 
WKHVWDLUVXSWRWKHIODW¶VWLQWHUYLHZ&0 
A central theme within the community matrons¶DFFRXQWVZDVDOLQNEHWZHHQ
IUDLOW\DQGYXOQHUDELOLW\DQGWKLVZDVOLQNHGWRWKHROGHUSDUWLFLSDQW¶VVSHFLILF
circumstances and experience of ill-health. In many instances vulnerability 
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appeared to be linked to being in a precarious position, where the older 
participants were perceived to be at risk from harm. Furthermore, these 
situations were often linked to a combination of decreasing functional ability 
and ill-health. For example, Christine, Vera, Martha and Esther were 
considered to be vulnerable because they were at risk of falls as a result of 
poor mobility and unsteadiness on their feet. This risk was often compounded 
when it was perceived by the community matrons that the older participant 
was engaging in activities that potentially put them more at risk, such as 
drinking alcohol. Stephen was considered vulnerable because of his poor 
eye-sight which meant it was difficult for him to manage his medications. I 
observed during the final visit with the community matron how he had started 
taking the medications from his Nomad system on the wrong day and this 
had concerned the community matron as she mentioned during her final 
interview: 
µ,ZDVZRUULHGDERXW6WHSKHQRQWKDWODVWYLVLW+HKDGMXVWFRPHRXWRI
hospital. He had started taking his medications from the Nomad from the 
Wednesday night compartment, instead of the Saturday. It put him all out of 
V\QFDQG,WKRXJKWKHZDVYXOQHUDEOHDWWKDWSRLQWEHFDXVHKHFRXOGQ¶W
manage his medicines properly because his eyesight was getting worse. But 
KHLVVXFKDVWRLFDOPDQKHZRQ¶WKDYHDQ\RQHJLYLQJKLPKLVPHGLFLQHV¶
(2nd interview: CM4).    
On closer analysis it became apparent that the community matrons also 
linked being in a precarious position to emotional well-being. In some 
instances this concerned the inability to manage emotions in certain 
situations. Throughout the study Vera and Eve were often tearful regarding 
the loss of their husbands. Here emotional fragility was frequently linked to 
low mood by the community matrons and from their perspective heightened 
WKHROGHUSDUWLFLSDQW¶VYXOQHUDELOLW\,QRWKHUVLWXDWLRQVLWUHODWHGWRWKHLQDELOLW\
to cope with changing situations. In the case of Keith, the community matron 
GHVFULEHGKRZKHZDVµemotionally wobEO\¶, as he was intermittently unable 
to make decisions about the management of his daily living. These situations 
were made more difficult when he was physically unwell. The following 
extract from the first interview with the community matron illustrates this: 
µ+HLVHDVLO\WKURZQMXVWRQHWKLQJWRWDOO\WKURZVKLPDQGKHFDQ¶WMXVWIRUPD
QRUPDOGD\+HWKHQFDQ¶WNHHSWKHGD\JRLQJZLWKRXWHQGLQJLQFULVLV
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:LWKRXWHPRWLRQDOVXSSRUWKHLVQ¶WIXQFWLRQLQJDQG,DOVRNQRZWKHUHDUHGD\V
physically when he iVQRWZHOODQGKHLVODFNLQJHQHUJ\ZKHQKHFRXOGQ¶W
consider going out. Whilst he is quite capable of physically picking up the 
SKRQHHPRWLRQDOO\HWF,GRQ¶WWKLQNKHLVFDSDEOHRIDFWXDOO\DGYRFDWLQJIRU
KLPVHOI¶VWLQWHUYLHZ&0 
The accounts of the community matrons revealed that they perceived frailty 
to have a temporal dimension, in that the degree of frailty could change over 
time. This was particularly prominent where there was deterioration in an 
ROGHUSDUWLFLSDQW¶VFRQGLWLRQZLWKFKDOOHQJHVWo their independence in daily 
living. Here a physical and functional dimension to frailty often came to the 
fore. In the case of Vera the community matron recalled how she had seen a 
decline in her health over the previous year and in her opinion she had 
become frailer. She recalled this during a conversation: 
µ6KH¶VREYLRXVO\JRWPRUHIUDLOVKH¶VORVLQJKHULQGHSHQGHQFH,XVHGWR
FRPHDQGVRPHWLPHVVKH¶GEHVWRRGDWWKHVLQNVFUXEELQJWKHSRWVRXW
6KH¶GVD\µ7KHFDUHUVGRQ¶WGRWKLVSURSHUO\¶1RZPRUH or less she has to 
VWD\LQWKDWFKDLU6KH¶VJRWDFRPPRGHGRZQVWDLUV6KHXVHGWREHDEOHWR
potter when the carers had gone, quite often she got herself in the bath 
sorted herself out, even though she knew she had to wait for them. I think 
that she has been quite a feisty lady. She loves it when the family come 
URXQG%HIRUHVKHZDVDEOHWRJHWWRWKHGRRUVKH¶VDOZD\VKDGGLIIHUHQW
people coming to the house. She could get up and do that herself. She used 
WRORYHJRLQJWRWKHGDXJKWHU¶VFDUDYDQEXWWKose trips have got less as she 
EHFRPHVROGHUDQGPRUHSRRUO\,W¶VWKHORVVRIDFWLYLWLHVRIGDLO\OLYLQJWKDW
VKHFDQGRKHUVHOILWKDVJRWZRUVH¶QGLQWHUYLHZ&0 
Likewise, the community matron articulated how she had seen Grace 
become frailer over time. As well as attributing this to her general condition 
she linked her increasing frailty to losing confidence in her ability to manage 
KHUGDLO\OLYLQJ0RUHRYHUWRZDUGVWKHHQGRI*UDFH¶VOLIHWKHcommunity 
matron considered that she began to give up trying. Losing confidence was 
also an issue for Keith and towards the end of the study period the 
community matron was concerned that his low mood and loss of motivation 
to care for himself contributed to his lack of confidence in moving about his 
home and making decisions about his own care.  
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The accounts of the community matrons revealed that not all the older 
participants became frailer over time. Furthermore, in some cases where 
symptoms were well managed they recognised that there were periods of 
stability in relation to health and wellbeing. However, even when an older 
SHUVRQ¶VFRQGLWLRQZDVUHODWLYHO\VWDEOHWKHPDMRULW\RIthe community 
matrons continued to use the label of frailty. On reflecting upon Martha at the 
end of the study period the community matron mentioned: 
µ,VWLOOWKLQNVKHLVIUDLODQGYXOQHUDEOHEXW,WKLQNWKLQJVDUHRQDQHYHQNHHO
at the moment. Dr (name) has discharged her from the hospital and referred 
KHUEDFNWRWKH*3QRZVR,WKLQNDVIDUDVKHUKHDUWGLVHDVHJRHVVKH¶VRn 
RSWLPXPWUHDWPHQW6RLW¶VMXVWDPDWWHURIPRQLWRULQJWKDWDQGORRNLQJIRU
VLJQVZRUVHQLQJEXW,VWLOOWKLQNWKHUH¶VWKHYXOQHUDELOLW\DQGIUDLOW\WKHUHEXW
VKHLVVWDEOHDWWKHPRPHQW¶QGLQWHUYLHZ&0 
Likewise, the community matron still considered Christine to be frail even 
though her visits had reduced to monthly and she was in the process of 
handing her care to the district nursing service for case management. Here 
there was a reluctance to remove the label of frailty, even in the context of 
reasonable health. In contrast, one of the community matrons did reconsider 
whether one of the participants on her caseload should have been labelled 
as frail: 
µ,GRWKLQNVRPHWLPHVEHFDXVHRIKLVDJHDQGOLYLQJRQKLVRZQ\RXWKLQNRK
KH¶VIUDLO<RXFDQ¶t get your head round that how can someone of that age 
OLYHRQWKHLURZQDWKRPHDQGPDQDJHGRHVWKDWPDNHWKHPIUDLO",W¶VTXLWH
KDUGWRSXW\RXUILQJHURQLWDQGGHVFULEHIUDLO,¶PVXUHLI\RXDVNHG'HUHNKH
GRHVQ¶WWKLQNKHLV7KHUH¶VDZRUU\DERXWthe hospital staff whether he 
should have come out of hospital at the moment, whether he could manage 
EXWKH¶VPDQDJHGIRU\HDUVDQG,ZRQGHUHGLI,ZDVDWIDXOWEHFDXVH,
labelled him as frail, when I took him on. Like when you were asking if I had 
any patients that were frail over the age of 75. I could say that 99% of my 
FDVHORDGLVIUDLOLQP\RSLQLRQEXWRIWKHPZRXOGSUREDEO\VD\,¶PQRW
We automatically think people are frail because of their age, health problems 
and the fact that they walk with a stick. I think we have preconceived ideas 
about people at the time we get the referral because of their health problems 
DQGDJH,¶PQRWVXUHQRZZKHWKHU'HUHNZDVHYHUUHDOO\IUDLOPD\EH
YXOQHUDEOHDWWLPHVEXWGRHVWKDWPDNHKLPIUDLO"¶QGLQWHUYiew: CM1). 
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Through reflection this community matron was beginning to challenge her 
own professional judgement regarding the labelling of older people as frail, 
and the subsequent implications this may have for care and support at home. 
6.4.3 Resisting the label of frailty 
Although all the older people were able to describe the physical and cognitive 
characteristics that in their opinion indicated frailty the majority of them did 
not consider themselves to be frail. In fact, on the whole they vehemently 
resisted the label when asked if they considered themselves to be frail. This 
was in contrast to the community matrons¶SHUFHSWLRQVZKRKDGODEHOOHGDOO
the older participants to be frail. Only Vera and Stephen thought of 
themselves as frail when asked, interHVWLQJO\9HUDUHSOLHGµ7KH\¶GEHOLNH
PH¶ 
On closer examination, I considered that in rejecting the notion of being frail 
the older participants were attempting to maintain their self-respect and 
feelings of self-worth, in the context of disability and restricted autonomy. It 
was through the accounts of why they did not think themselves as frail that 
an alternative identity as an autonomous person was revealed; challenging 
the physical and psychological dimensions that they themselves offered as 
representing frailty. I perceived that they attributed negative connotations to 
being labelled as frail. Moreover, being labelled in this way had the potential 
to deprive them of their dignity.  
The biography of the older person offered some insights into how the label of 
frailty was interpreted. In listening to older participants accounts of their lives 
it became apparent that many had encountered periods of hardship 
throughout their life which had been managed and overcome, illustrating 
strength of character. On reflection this resilience and independence came 
through in their attempts to manage daily living in the context of fluctuating ill-
health and in my opinion this contributed to the rejection of being frail. For 
example, at the age of eighteen Stephen had landed on the beaches of 
Normandy during World War Two. Likewise, Esther and Martha had worked 
in the ammunition factories during the war. A number of older participants 
had lived in poverty and experienced deprivation through living in the slums 
in the city centre. Once the slums were cleared all had been moved to new 
areas across the city. For some the experience of loss and bereavement had 
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occurred at a young age, which again led to difficult circumstances.  In the 
case of Eve her father had been killed, aged thirty five, when he was crossing 
the road to work. Consequently her family had to move away from the local 
area. Following the move, in order to manage financially, her mother had 
taken in lodgers; Eve herself had to do extra laundry to supplement the 
LQFRPH(VWKHU¶VVLVWHUKDGVXIIHUHGWKUHHPLVFDUULDJHVDQGWKHQFRPPLWWHG
suicide.  
,QOLVWHQLQJWRROGHUSHRSOH¶VDFFRXQWVLWEHFDPHDSSDUHQWWKDWWKH\GLGQRW
consider dependence on others for support as contributing to being frail. 
Moreover, on many occasions it was recognised that the different levels of 
formal and informal support were important in enabling them to maintain their 
independence and remain in their own home. For example, Esther, Vera, 
Christine and Eve realised that the support of carers was crucial in assisting 
them to continue with their daily routine. This was particularly important for 
Esther as she had no living relatives nearby; she had been receiving formal 
support for two years. The following extract from the first interview illustrates 
the nature of support she received as well the value she placed on it: 
µ7KH\FRPHIRUEUHDNIDVWLQDPRUQLQJEHWZHHQDQG,WU\WRJHWGUHVVHG
P\VHOIEXWWKH\KHOSPHZDVK7KHQWKH\¶UHKHUHIRUOXQFKDERXW7KH\
make me some sandwiches and put them in the fridge for tea, you see.  And 
WKHQWKH\¶OOFRPHDWQLJKWDERXWJLYHPHDFXSRI+RUOLFNVDQGVHHWKDW,¶P
DOULJKWDQGDEOHWRJHWWREHG7KH\¶OOHYHQVKRSLI\RXQHHGWKHPWREULQJ
something from the shop. In fact one of the carers who comes for my 
EUHDNIDVWVKH¶VIHWFKLQJPHVRPHWKLQJEDFNWKLVGLQQHU7KH\GRWKLQJVOLNH
WKDW7KH\¶OOGRDQ\WKLQJ\RXZDQW7KH\¶UHYHU\JRRGWKH\UHDOO\DUH,
DOZD\VWKLQNWKLV0\PRWKHUQHYHUKDGFDUHUV,IVKHKDGQ¶WKDGXVFKLOGUHQ
VKHZRXOGQ¶WKDYHKDGDQ\ERG\OLNH,KDYHQ¶W%XW,¶YHQRFKLOGUHQVRZH¶UH
YHU\OXFN\DWRXUDJHWRKDYHFDUHUV¶VWLQWHUYLHZ23 
On closer analysis where the label of frailty was denied it could also imply a 
resistance to acknowledge the changes that were taking place. This could be 
WKHFDVHZKHQWKHFKDQJHVFKDOOHQJHGWKHROGHUSDUWLFLSDQW¶VVHQVHRIVHOI
LQWKHµKHUHDQGQRZ¶DQGIRUWKHIXWXUH)RUH[DPSOHLWZDVGLIILFXOWIRU
Esther to think of herself as frail even though it was becoming more difficult 
for her to control her breathlessness; one of the physical markers that she 
thought linked to frailty. It would challenge her ability to stay at home and for 
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her this was more difficult than others because she had no family in the 
country. I observed how Grace was confronted over a short space of time 
with increasing impairment and disability. In the chaos of the situation she 
was overwhelmed by the experience of changing care arrangements and the 
inability of her body to engage in daily living. In this context I considered that 
denying the label of frailty was the only way that she could attempt to 
maintain her dignity.  
6.5 Chapter summary 
This chapter has reported findings that relate to the perceptions and 
experiences of frailty in later life in the context of fluctuating ill-health. The 
analysis of the findings has revealed how frailty can be experienced in 
different dimensions. However, there is a mismatch between lay and 
professional accounts of frailty. Professional interpretations of frailty were 
holistic and to some extent encapsulated the situation of the older participant. 
However, the older participants did not consider themselves to be frail; here 
they used mainly physical representations of frailty to compare against 
themselves in order to reject the label of frailty. Being able to manage the 
effects of ill-health and disability provided a counterpoint to being frail. The 
maintenance of dignity and a positive sense of self were central to the 
resistance of the label. Yet there were situations where an older person felt 
frail and this appeared to be related to vulnerability. Moreover, a common 
strand across lay and professional accounts was the concept of vulnerability. 
It is perhaps in the emotional expression of feeling frail that there was the 
greatest fit between lay and professional accounts and interpretations of 
frailty. The next chapter reports findings that explore how the older 
participants engaged with health and social care agencies, as well as 
informal support, in order to adapt to the disruption that the experience of 
transition brings. 
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Chapter 7: Study Findings - Health and social care provision 
rhetoric and reality 
This final findings chapter provides insights into the inter-relationship 
between an older person¶VZRUOGRIGHFOLQLQJhealth and the episodic 
interactions they have with health and social care professionals and care 
workers. Particular emphasis is placed on the interactions that occur between 
older people and a number of caregivers, within the context of deteriorating 
health. In doing so the analysis illuminates the degree to which participants 
engaged with health and social care agencies, as well as informal support, 
whilst employing their own strategies to adapt to the disruption that transition 
brought. Hitherto, the way that older people participate in their health and 
social care has been presented as a form of partnership. These findings 
provide a critical perspective on the policy and practice rhetoric that 
surrounds the ideas relating to partnership working between older 
participants and health and social care agencies.  
Two themes arose from the analysis of the data which characterise how 
health and social care is provided to frail older people in later life. The nature 
of participation examines the extent to which older people are able to 
participate in their care. In particular it reveals the ways in which partnership 
working is constituted, negotiated and enacted in the context of a care 
encounter. Revelations and discoveries details an analysis of how issues of 
relevance are introduced, discussed and subsequently dealt with between 
older people and providers of care. Such an examination reveals the 
complexities inherent in such interactions as well as illuminating the 
importance of the therapeutic relationship within the context of the encounter.  
7.1 The nature of participation  
At first sight, observation of care work around older people living at home 
gives the impression of health and social care staff and older people working 
together. I observed participants enacting roles which appeared to enable 
joint working, in order to help with the management of the ROGHUSDUWLFLSDQW¶V
health conditions. Moreover, there seemed to be an implicit assumption held 
by the older participants and community matrons that these roles were 
important and had to be fulfilled. 
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For example, within the context of the care encounters between the 
community matrons and the older participants I perceived that a key focus of 
the interaction was to monitor the older participant¶VKHDOWKVWDWXVDQGZHOO-
being. Monitoring was an expected and important activity that guided the 
professional and lay management of the health condition; it occurred at every 
clinical visit. Participating in this aspect of health care was seen to be a given 
by both parties; both had a role to play in the monitoring of health status and I 
observed both the community matron and the older participant enact that 
role.  
My observations over time revealed further detail of the monitoring, the 
outcome of which was to maintain existing treatment plans, making changes 
when appropriate, as well as initiating new treatment plans when required. I 
noted that the community matrons conducted regular physical assessments 
and recorded vital signs, such as blood pressure, pulse, temperature, oxygen 
saturations, weight, listening to chest sounds and measuring leg oedema. 
The following extract from the second observation visit with Eve is one of 
many examples of monitoring vital signs within the context of a care visit: 
CM: Do you mind if I take your blood pressure? 
(1RORYHWKDW¶VILQH 
&0SXWWLQJEORRGSUHVVXUHFXIIDURXQG(YH¶VDUP<RXORRNDVLI\RXKDYH
lost a little weight, are you eating enough for your meals? 
E: Yes. 
&0VLOHQFHIRUPLQXWHV7KDW¶VILQH,QRWLFHWKDW\RX¶YHJRW\RXUOHJ
bandaged Eve? 
E: I knocked it; the district nurse took a swab the other day. 
&05LJKWOHW¶VWDNH\RXUWHPSHUDWXUHDIWHUWKLVZHGRQ¶WZDQWyou getting 
DQLQIHFWLRQ,¶OOORRNDW\RXUDQNOHVWRR,¶OOFKDVHXSWKDWVZDEUHVXOW.  
(2nd observation: OP10). 
Enquiries were also regularly made by the community matron about the older 
SDUWLFLSDQW¶VERZHOKDELWVGLHWVOHHSSDWWHUQVDQGZKHWKHUWKHy were 
experiencing any pain. The older participant also contributed by sharing 
details of any recordings that they had been asked to monitor themselves. 
For example, Keith was regularly asked to monitor and record his blood 
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sugar readings over a number of days. He shared these readings so that the 
community matron could make a decision regarding the insulin prescription, 
as well as monitor his dietary intake around this. Martha consistently updated 
the community matron regarding her leg oedema and the extent of it during 
the week. Based on the outcomes of the monitoring, an action plan was 
devised and subsequently discussed and agreed with the older participant 
towards the end of the care encounter. 
Over time, these procedures became an established routine within the 
clinical visits; one that I perceived to focus the interaction between the 
community matron and the older participant at various points within the 
consultation. I became aware that the community matron and the older 
participant enacted their roles in order to facilitate this monitoring, which gave 
the impression of working in partnership. For instance, the community 
matrons had the appropriate equipment to hand and I observed them using 
their knowledge and skills to undertake and interpret the results of the 
monitoring; the older participants participated in the activities by giving 
consent for the community matron to utilise the equipment and assessment 
techniques. In particular, some older participants pre-empted the process by 
being ready for the next procedure without prompting. For example, Stephen 
and Esther often rolled up their sleeve before the community matron had 
mentioned taking their blood pressure. Similarly, Martha frequently took off 
her socks in readiness for the community matron to look at the level of 
oedema in her legs. This prompt from the older participant, that 
communicated they were ready for the procedure, appeared to contribute to 
the smooth running of the monitoring within the visit.  
7.1.1 Role boundaries 
Closer examination of the data demonstrates that the roles enacted by the 
older participant and the community matron can be constituted quite 
differently, thus questioning the nature of partnership working. Ultimately, this 
affected how an older participant made decisions about their care, including 
whether they undertook certain activities. I noticed that some older 
participants found it difficult to engage with certain aspects of the monitoring, 
however they endeavoured to fulfil their responsibility even when it led to 
discomfort. In these situations I wondered why they participated. It appeared 
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that the older participant was being positioned within the partnership, rather 
than being actively involved in contributing to how the partnership should be 
organised and enacted. There was an expectation that the older participant 
would be involved in the process of monitoring; a role that was directed by 
the community matrons.   
For example, having their weight recorded was particularly difficult for Vera 
and Esther. They had to walk into the kitchen to stand on the scales because 
the carpet surface in the living room was not suitable for the electric scales. 
Both of them had poor mobility and used a walking aid; as well as becoming 
breathless on exertion due to their COPD. Also, Esther was on long term 
oxygen therapy therefore the oxygen tubing had to be managed whilst she 
walked through to the kitchen. Both of them found this process very 
challenging and anxiety provoking yet always agreed to have their weight 
recorded. I watched Esther as she stopped frequently to steady her 
breathing, with the encouragement and support of the community matron. 
Similarly, I noted that Vera always counted out loud to focus her attention on 
walking longer distances as I recorded in the field notes: 
Vera walks into the kitchen using her Zimmer frame; (name of CM) is 
to the rear of her in case she falls backwards. As she is walking she 
counts 1; 2; 3; 4; 5 over and over again; she seems to be willing 
herself to get to the scales and is using the counting to focus her 
attention (3rd field note: OP1). 
In being positioned in this way I considered that Vera and Esther were able to 
participate in their care rather than working in partnership. In these instances 
their participation occurred within certain boundaries, which appeared to be 
determined by the clinical assessment framework used by the community 
matron to monitor their condition. Here I observed that the community 
matrons exerted their professional power, albeit unknowingly, to determine 
the parameters of the partnership, therefore shaping the older participant¶V
role. Rather than being able to say no, Vera and Esther continued to enact 
their role in relation to the monitoring of their health condition set within the 
professional frame; even when it was a struggle for them. I never heard them 
question whether being weighed was absolutely necessary; they seemed to 
accept the monitoring parameters that had been set by the community 
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matron. It looked as if they enacted the role that was expected of them even 
when it was an effort to do so. However, overtime I realised that the older 
participants respected the knowledge and skills of the community matron in 
contributing to the management of their health; therefore it appeared that it 
was important for them to fulfil their obligations. On the whole, participating in 
monitoring was seen as a necessary requirement yet this data illuminates the 
extent to which routinisation of care can negatively influence the level of 
partnership working by ascribing certain roles which can be difficult for 
community matrons and older participants to step outside of. 
7.1.2 Competing roles 
Partnership working was complex and the work of the community matrons 
was shaped by multiple frameworks at any one time. Working within each of 
these frameworks comprised different roles. The data illustrates how the 
enactment of these differing roles in any given situation influenced the extent 
to which an older participant was able to participate in and make decisions 
about their care. As previously illustrated the community matrons monitored 
the older participants¶ health status in relation to their LTC and on the whole 
this clinical imperative directed and constrained the older participant¶V
participation within the monitoring. However, the community matrons were 
also positioned in the partnership by their professional nursing 
responsibilities, as well as working within a number of other national and 
local policy guidelines. I became aware that at times the community matrons 
managed the competing demands of their roles, which appeared to influence 
the level of participation by the older participant. The complexities inherent in 
the minutiae of managing care situations are illuminated when a community 
matron made a decision not to perform clinical observations. 
)RUH[DPSOH$PHOLD¶V&23' was worsening and following a case 
conference, with Amelia present, the decision was made that she was to 
receive a palliative approach to care; this included a Do Not Attempt 
Resuscitation order being put in place and Amelia¶VPreferred Priorities Of 
Care being discussed. She made the decision that she wanted to remain at 
home to die. During the third observation visit, on entering Amelia¶VKRXVHLW
was obvious to me that she looked more breathless than usual. The previous 
day she had been found in a collapsed state by the carer and it was clear 
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that her condition had deteriorated since the last visit by the community 
matron. I observed the community matron communicate to Amelia that she 
did not want to disturb her by taking her vital signs that day. The following 
extract from an observation with Amelia illustrates this: 
CM: How are you today? 
$2ND\««,WKLQNKDGDEDGone yesterday. 
CM: I heard. Have you had any more funny turns since yesterday? 
A: No (shakes her head). 
&0ORQJSDXVH,¶PQRWJRLQJWRWDNH\RXUEORRGSUHVVXUHWRGD\,GRQ¶W
want to tire you out even further. 
A: (shrugs her shoulders) (3rd observation: OP7). 
This situation gave me an insight into how the community matron combined a 
compassionate and ethical approach to caring for Amelia, within the 
competing policy frameworks that informed her particular approach to care 
that day. She stepped outside the role of monitoring $PHOLD¶V/7& within the 
context of case management. Within an end of life care framework she made 
the decision that it was not appropriate to monitor vital signs which would 
potentially cause discomfort. In this encounter it appeared appropriate that 
the community matron took control of the situation and managed Amelia¶V
expectation and requirement to participate in the monitoring of her health 
status, thus maintaining her comfort and dignity.  
7.1.3 Roles as a position 
Older participants can be located in the partnership in a position that is 
determined by others; this enabled them to participate in activities that were 
prescribed by the community matron. There is the implication here that the 
older participant was a passive recipient of care. However, this was not 
always the case and I noted that older participants were able to position 
themselves as an active partner in order to make decisions regarding their 
RZQFDUH7KLVRIWHQPHDQWVWHSSLQJRXWVLGHRWKHUV¶H[SHFWDWLRQVRIWKHPLQ
a given situation. Within the care visits I observed older participants moving 
in and out of the roles of being an active partner and participant. I observed 
many occasions where older participants were able to make the decision to 
decline a service proposed by the community matron.  
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Esther continued to participate in the monitoring of her weight even though it 
was challenging, yet she was able to assert her opinion on other matters and 
make decisions that were contrary to what the community matron suggested. 
For example, there was concern that Esther spent many hours on her own, 
particularly as she experienced episodes of panic in relation to her 
breathlessness. This had been one of the reasons why she had been 
referred to the community matron¶VFDVHORDGLQWKHILUVWLQVWDQFH7KH
community matron asked whether she would consider re-instating the visiting 
service, to which Esther replied:  
(1RWKDQNV,¶PQRWWKDWVRUWRISHUVRQ,GRQ¶WQHHGDVWUDQJHUWR
chat to me about what their grandson did yesterday or anything like 
WKDW,¶GUDWKHUWDONDERXWJRLQJWRWKHPRRQRUVRPHWKLQJOLNHWKDW
(laughs).  
CM: More factual, you like information? 
E: Yes. 
&02ND\WKHQULJKWOHW¶VWKLQNDERXWWKHQH[WYLVLW¶QGREVHUYDWLRQ
OP3). 
This was also illustrated in Stephen¶VFDVH$VDUHVXOWRIKLVCOPD he was 
finding it difficult to wash and dress himself in a morning because of his 
breathlessness. The community matron on a number of occasions suggested 
to him that he might benefit from a personal care visit from a care agency. 
Stephen was adamant that he could manage and that he had a good support 
network of family and friends to help him.  
Within their roles the community matrons were in the position of linking 
current services to current health issues. Here they provided information 
regarding services, with suggestions as to why they thought it may be 
beneficial to the older participant. They also demonstrated that they listened 
and took on board the older participant¶VYLHZSRLQWVSHUVSHFWLYHVDQG
experiences. Although I perceived it was difficult at times for the community 
matrons to do this, ultimately they demonstrated respect for the older 
participants¶ opinions and on the whole they accepted the decisions they 
made to decline services.  
On reflection, how the community matron and older participants were 
positioned in relation to each other in these situations appeared to be 
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different from how they were positioned in relation to each other in the 
context of monitoring. Whereas I considered the routine nature of monitoring 
enabled participation in care on the community matron¶VWHUPVPDNLQJ
decisions about some services enabled the older participant to exert some 
power and control. This suggests that the balance of power did not always lie 
with the community matron and that some older participants were able to 
position themselves within the encounter to actively participate. Where the 
community matrons adopted a person-centred approach to case 
management it was more likely to influence the extent to which the older 
participant could actively participate. Whereas monitoring was routine, here 
was something that was considered to be more individual perhaps, taking in 
to account what the older participant wanted for themselves; demonstrating a 
person-centred approach to care. On reflection, I considered that it was not 
simply the case that the community matron had power and that the older 
participant did not. It appeared they were positioned in relation to one 
another and sometimes this meant that they worked in partnership but at 
other times the older participants could only participate in their care. 
7.1.4 Frailty and partnership 
In some situations it was difficult for the older participant to position 
themselves as an active partner in the relationship. I observed that this was 
more likely to occur if an older participant had experienced deterioration in 
their health status, for example, a fall or a chest infection. Furthermore, the 
subsequent disruption in health status often led to changes in an older 
participant¶VH[LVWLQJURXWLQH'XULQJWKHVHHQFRunters I perceived that the 
older participant was labelled as frail, albeit unintentionally, with subsequent 
assumptions made about an older participant¶VOHYHORILQGHSHQGHQFHDQG
ability. Being labelled in this way appeared to make it more difficult for the 
older participant to position themselves in the partnership in order to make 
decisions about managing their daily lives.  
A clear example of the way in which labelling an older participant as frail 
challenged their active role within the partnership was observed in the case 
of Grace. She had recently fallen and had been admitted to an intermediate 
care unit. After three weeks she had returned home, where many 
adjustments to her daily routine had taken place. For example, changes had 
197 
 
been made to her medications during the inpatient stay and the use of a 
NOMAD system had been instigated; also carers had been introduced at 
home and were given the responsibility for giving Grace her medications, 
amongst other duties. The community matron visited Grace the day after her 
return home. I observed her catching up with the sequence of events leading 
XSWR*UDFH¶VDGPLVVLRQWRWKHUHVSLWHXQLW)ROORZLQJWKLVWKHcommunity 
matron began to establish the involvement of the carers in the administration 
of her medicines. The following extract from the case account illustrates how 
Grace was no longer able to get her own medications ready, this 
responsibility had been given to the carers, but she asserted her position as 
being able to self-administer her inhaler: 
CM: Did she give you your medication this morning Grace? 
*<HVORYH\RXVHH,¶YHEHHQVRXVHGWRWDNLQJP\RZQPHGLFDWLRQIRU\HDUV
DQG,¶YHRQO\JRWWRORRNDWDWDEOHWDQG,NQRZZKDWLWLV 
CM: Have you used your inhaler this morning? 
G: YHV,GRQ¶WKDYH9HQWROLQMXVW6HURWLGHRQHLQDQHYHQLQJZHOODWQLJKW 
CM: Good. 
*$QGRIFRXUVH,¶PVWLOORQDZDWHUWDEOHWRRKWKH\¶UHGHDGO\\RX¶YHQRVRRQHU
EHHQDQGWKHQ\RXZDQWWRJRDJDLQ$QGWKH\¶YHSXWPHDWKLQJDWWKHVLGHRI
me bed. 
C0,PLJKWJLYHWKHPDULQJWKHQWRKHUVHOI«WXUQVWR*UDFH,PLJKWJLYH
the carers a ring and ask them if they are happy to give you your inhalers.  
G: She gave it to me and I know what to do with it (silence). 
&07KDW¶VILQHWKHQ« 
*,PHDQ,¶YHbeen taking my own tablets for years and I can look and think 
WKDW¶VVRDQGVR&DVHDFFRXQW: OP4). 
During the period of data collection it became apparent that older participants 
ZHUHµVXVFHSWLEOH¶WRFKDQJHVLQPHGLFDWLRQ. Therefore, it seemed high on the 
community matronV¶DJHQGDWRHQVXUHFRPSOLDQFHZLWKPHGLFDWLRQLQRUGHU
to enable optimum treatment and minimise side effects. In this situation I 
considered that Grace and the community matron took different positions 
regarding medication administration. I observed how a process of negotiation 
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ensued comprising the defence of these different positions. In the first 
instance, the community matron assumed that the carers would administer all 
WKHPHGLFDWLRQVEHFDXVHRI*UDFH¶VGHWHULRUDWLRQLQSK\VLFDOLQdependence. 
However, Grace very quickly asserted her position regarding her inhaler use. 
When faced with such a change Grace took control and communicated to the 
community matron that she was able to manage as she always had. In a 
direct way she questioned what was being offered, thus contributed actively 
to the partnership. This was underpinned by demonstrating knowledge of her 
medications and previous autonomy in self-medication assuaging any doubt 
that the community matron had about the situation causing problems.  
In labelling older participants as frail their actions were considered in terms of 
posing risk to themselves. At times, this led to interactions that appeared to 
be in conflict, rather than demonstrating negotiation. I observed situations 
where the older participant, in attempting to maintain a sense of order 
through managing their daily routines, was considered to be putting 
themselves at risk. This often led to a gentle rebuke, where the older 
participant was reminded how they should manage the situation. For 
example, Vera was unsteady on her feet and required support from care staff 
to assist with getting up in the morning and back to bed at night; she used a 
Zimmer frame and a stair lift. The care staff frequently reported to the 
community matron that Vera used the stair lift on her own in a morning to 
come downstairs. Vera was adamant that she could manage and she did not 
ZDQWWRZDLWXSVWDLUVXQWLOWHQ¶R¶FORFNXQWLOWKHFDUHUVFDPH+HUH once the 
label of frailty was synonymously linked with risk it appeared difficult for 
health and social care staff to see outside of that label, and therefore 9HUD¶V
behaviour was subsequently always judged in that frame. This 
communicated a narrow understanding by the carers of the factors that 
LQIOXHQFHG9HUD¶VH[SHULHQFHRIIUDLOW\As the previous findings chapters 
have illustrated maintaining autonomy in daily activities in older age is more 
likely to be a continuous and fluctuating process that will be shaped by the 
level of health and wellbeing at any given time. This analysis suggests that 
the older participants and carers weighed up the risk in a different way.    
There were some encounters where being positioned as frail and at risk the 
older participant was less likely to be able to maintain control of the situation. 
Again, this appeared to be more common during a transition in health; the 
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outcome here would be influenced by the level of risk that the community 
matron judged the situation to hold. I observed how this led to interactions 
that appeared to demonstrate conflict. For example, following the 
conversation between Grace and the community matron regarding *UDFH¶V
inhaler use I observed and listened to an interaction at the close of the visit 
that became more lLNHDµEDWWOHJURXQG¶VLWXDWLRQ+HUHDverbal tussle took 
place regarding what Grace would have for lunch and both of them attempted 
to take control of the situation. The following extract from the case account 
illustrates this: 
The conversation changes focus to lunchtime, as it is coming up to 
12md. The community matron is standing next to Grace with a hand 
on her shoulder. Grace asks where the marmalade sandwich that 
was on the coffee table has gone. The community matron had 
taken this through to the kitchen. As Grace wants this I go into the 
kitchen to retrieve it and bring it back through. The sandwich 
looked dry and there appeared to be a small amount of regurgitated 
bread on the edge of the plate. The community matron suggests 
that she should have something else, but Grace is adamant and 
VD\VLQDORZTXLHWEXWGHILDQWYRLFHµ6KDQ¶WKDYHDQ\WKLQJHOVH
ORYH¶7KHcommunity matron makes it clear that it would be more 
appropriate for the carers to make something fresh as the sa ndwich 
has been out for too long and may give her an upset stomach. The 
conversation moves on to medications and the community matron 
takes the sandwich back into the kitchen. About 5 minutes later 
asks where the bread has gone. I go back and get it, the 
community matron mentioning again to Grace that there may be 
germs on the sandwich and that the carers will make her a fresh 
lunch. Grace reluctantly agrees with this. I write in the field notes,  
µ7KHLVVXHZLWKIRRGKDVEHFRPHDQRWKHUEDWWOHJURXQGEHWZHHQ the 
community matron and Grace, similar to the management of the medicines 
three weeks ago. Grace is adamant that she is going to eat the sandwich, 
against the advice of the community matron. This has been an 
uncomfortable incident; I feel that Grace is trying to exert some control over 
her situation however in this instance the sandwich raises issues about risk 
DQG*UDFH¶VVDIHW\,QWKHHQGWKHcommunity matron ensures that she has 
DIUHVKPHDO¶ 
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I considered that the community matron judged the situation to pose a serious 
ULVNWR*UDFH¶s health and therefore she took control of the situation. The 
outcome was that Grace appeared to be disempowered (Case account: OP4 ).    
'XULQJWKHVHOHQJWKLHUµEDWWOHV¶WKHRXWFRPHFRXOGJRHLWKHUZD\:KHUHDQ
outcome went in favour of the community matron it appeared to be influenced 
E\WKHµOHYHORIULVN¶WKDWWKHcommunity matron perceived the situation to hold 
± WKH\DSSHDUHGWRKROGWKHSRZHULQWKLVFRQWH[W*UDFHZRQWKHµEDWWOH¶
relating to the medicines but not WKHµEDWWOH¶UHODWLQJWRKHUPHDO. 
During periods of transition in health and illness not all the older participants 
wanted to be autonomous and make independent decisions. For example, 
Keith had complex medical problems and suffered from depression, and over 
a period of three months he became less able to manage daily activities in 
the home. His wife had died four years earlier and a year later his only 
daughter had died. His wife and daughter had made all the day to day 
decisions and he now struggled to manage these for himself. Therefore, the 
community matron spent a lot of time focusing on strategies for self-
management. Although he had two sons he would not ask them for help. 
Over time as his health deteriorated the community matron became 
concerned that he was becoming too dependent on her; in particular she felt 
that he considered her to be fulfilling a daughter role. He would frequently 
UHSO\µ:KDWHYHU\RXWKLQNQDPH¶RUµ,¶OOGRZKDW\RXVD\\RXNQRZEHVW¶ 
when asked for his opinion on changes to his daily routine. Here, the 
community matron was clearly concerned about this when following a 
consultation she meQWLRQHGWKDWVKHZDVµbecoming worried that Keith was 
RYHUUHOLDQWRQKHUDQGQRWPDQDJLQJWKLQJVIRUKLPVHOI¶and she went onto 
VWDWHµ,DPVWDUWLQJWRWKLQNWKDWWKLVUHODWLRQVKLSLVQRWZRUNLQJ¶ 
It appeared that during these periods Keith did not want to make decisions 
about his health and this challenged how the community matron perceived 
their working relationship; the community matron¶VH[SHFWDWLRQRIKHUUROH
was to enable Keith to manage himself. This example illustrates how power 
sharing was a cornerstone of working together. It could be suggested that 
Keith had lost his ability to use his personal power within the relationship, 
which had left the community matron feeling that she must be in control of 
the situation. He felt comfortable with this current situation however the 
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community matron clearly felt uncomfortable adopting a role that she 
appeared to experience as exerting power over Keith. Furthermore, she 
interpreted this as contributing to his increasing dependence.  
A similar situation was experienced by Vera. Over a period of a month her 
mood appeared to be getting lower and she would become very tearful 
during the encounters with the community matron. During this period the 
community matron suggested to Vera that she may benefit from referral to a 
unit where they could assess her low mood. Initially Vera agreed to think 
about it, but eventually she decided not to accept the referral. During the third 
observation Vera was particularly upset and the community matron asked: 
&0:KDW¶VEHHQ KDSSHQLQJWKLVZHHNHQGWKHQLI\RXVD\\RX¶YHQRW
EHHQ\RX¶YHEHHQRIILW" 
9,¶YHEHHQRIIDELW\HDKFU\LQJDOOWLPH 
CM: This is another reason why I think it would be beneficial to be 
referred Vera, because you arHJHWWLQJTXLWHORZDUHQ¶W\RX"  
V<HVYHU\VRIWO\VWDUWHGWRFU\,¶YHEHHQOLNHLWDELWQRZ,VD\VWR
PHVHOIFRPPXQLW\PDWURQLVFRPLQJURXQGWRGD\,VD\VVKH¶OOVRUW
PHRXW¶ 
&0,ZLVK,KDGDPDJLFZDQGWRVRUW\RXRXW«JHQWOHODXJKWHUrd 
observation: OP1). 
During these changes in personal health and wellbeing it appeared that Keith 
and Vera positioned themselves in a certain way that looked to the 
community matron to manage the situation. The older participant¶V
perspective of the nature of the relationship challenged the community 
matron¶Vexpectations of their role. 
7.2  Revelations and discoveries 
The second part of this chapter focuses on the ways in which older 
participants and health and social care staff interacted to identify, discuss 
and manage issues of concern that pertain to health issues and daily living. It 
also examines the extent to which communication strategies influence the 
nature of partnership working.  
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7.2.1 Sharing concerns 
Conversations around concerns were a feature of the interactions between 
older participants and social health and care professionals and care workers. 
I considered these to be important as they enabled the sharing of information 
regarding the concern, which for some older participants enabled them to 
participate in their care. I observed and listened to the sharing of information 
from both the professional and lay perspective within conversations; this 
appeared to facilitate the identification of possible causes of an issue, 
forming the basis for joint planning of care, as well as establishing whether 
current management strategies were effective. This included a range of 
physical and psychological problems, such as breathlessness, pain, low 
mood and fatigue, as well as some domestic concerns. 
Appropriate communication strategies were important in enhancing the 
participation of older participants in their care by enabling the sharing of 
information. I observed how the eliciting of concerns was a feature of the 
interactions. During visits by the community matrons the older participants 
were always asked how they had been since the last visit creating an 
opportunity to bring up areas of concern. A characteristic of the community 
matronV¶LQWHUDFWion was the appropriate use of questioning techniques. For 
H[DPSOHZKHQDVNHGµhow have you been since I last saw you"¶&KULVWLQH
UHSOLHGµnot good¶6KHKDGUHFHQWO\XQGHUJRQHPDMRUGHQWDOVXUJHU\DVDQ
outpatient and had been prescribed antibiotics which were now giving her 
diarrhoea. Similarly, when asked, Grace mentioned that she had fallen 
against the wall whilst walking into the kitchen a couple of days before and 
had hurt her arm. A range of other strategies were then used interchangeably 
to elicit and pursue concerns and to seek further detail and clarification, 
which included the use of open and closed questions, paraphrasing, 
observation, listening techniques and touch.  
On closer examination the sharing of concerns was not always guided by the 
older participant. During the observations it also became apparent that the 
older participant shared information following a specific enquiry from the 
health and social care professional. For example, during the visits I noted 
that the community matrons routinely enquired about a number of health 
related topics, including, bowels, urine output, sleep, pain and appetite. 
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These concerns did not always seem to be of relevance to the older 
participant and seemed to reflect the clinical assessment framework, almost 
a check list, used by the community matron. However, the older participant 
always responded to this line of questioning; as highlighted in the previous 
section it seemed to be an expected element of the routine of the care 
encounter.  
7.2.2 Negotiation surrounding concerns 
Once an issue had been raised, regardless of how this had happened, 
conversations around concerns appeared to enable the building of 
consensus and goal setting between the older participant and the community 
matron. Negotiation appeared to be the main communication strategy; this 
was fostered by further sharing of information and questioning, and the giving 
of relevant information and advice by the community matron. On many 
occasions this led to the development of an action plan at the end of the visit, 
which enabled the older participant to be actively involved in managing their 
own care.  
For example, it became apparent that Derek was not eating enough in the 
day to keep his diabetes under control. The following extract from the case 
account illustrates how, after finding out that Derek was not eating enough in 
the day, a plan regarding his meals was developed jointly:  
CM: What do you have for breakfast? 
D: Right, a bowl of cornflakes, a tea cake with a pot of tea, and then for dinner I 
have a banana and some tinned fruit and ice cream. And then for my tea I have a 
plate dinner. 
CM: Do you have anything at supper time? 
D: I might have a tea cake. It all depends I might do but not regular. 
CM:: Right, what about lunch time, you say you have a banana and tinned fruit, 
do you have anything else? 
D: No, but I might have a teacake after, I have my dinner at 11.30am. 
CM: <RXKDYH\RXUOXQFKHDUO\GRQ¶W\RX" 
D: Yes and about 2.30pm I might have a tea cake, but not always not regular. 
CM: Right, you could do with a sandwich, or soup and a roll or beans on toast. 
,W¶VQRWPXFKWRKDYHDEDQDQDDQGIUXLWZKHQ\RXDUHRQO\KDYLQJDERZORI
cornflakes and teacake for breakfast, to last you right through to tea time. What 
time are you having your tea? 
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D: About 4pm. 
CM: And so you are going from 4pm until, what time do you have your breakfast? 
D: 7am in morning. 
CM: 6RWKDW¶VKRXUVZLWKRXWDQ\WKLQJWRHDWWKDW¶VWRRORQJ\RXQHHGVRPH
VXSSHUGRQ¶W\RX"/HW¶VVHHZKDW\RXKDYHLQWKHFXSERDUGVZHQHHGWRJHWWKLV
sorted. 
 
At this point Derek and the community matron went into the kitchen and looked 
together at the food in the kitchen cupboards. Whilst they were doing this the 
community matron asked Derek what meals he liked to eat. After walking back 
into the living room the community matron made suggestions for a weekly menu 
and Derek made some notes. (Case account: OP6) 
During an interview the following week it became apparent that Derek had 
acted upon the discussion with the community matron and had written a 
shopping list so that his son could then buy the appropriate foods. Here 
effective participation was based on a merger of his experience and 
information with the specific knowledge and guidance of the community 
matron. Furthermore, the community matron ensured that she discovered 
LQIRUPDWLRQWKDWZDVUHOHYDQWWR'HUHN¶VVLWXDWLRQEHIRUHRIIHULQJIXUWKHU
guidance. In particular, she avoided making assumptions about his situation. 
The negotiation that occurred enabled Derek to have greater control and 
more responsibility in decision making around this issue.  
Similarly, Christine had lost weight following major dental surgery; this was a 
concern to her and the community matron as she was already under weight. 
Although nutritional supplements had been prescribed in drink form by the 
community dietician, Christine was finding them difficult to consume as they 
altered her bowel habit. Over a period of four weeks there was a continual 
GLVFXVVLRQDQGQHJRWLDWLRQDERXWKRZWRLQFUHDVH&KULVWLQH¶VFDORULILFLQWDNH. 
This involved increasing the number of meals in a day, as well as decreasing 
the intake of nutritional supplements to every other day; overall this had the 
mutually desired outcome DQG&KULVWLQH¶VZHLJKWLQFUHDVHG 
Within the context of the conversations I observed strategies for encouraging 
and rewarding participation. On the whole the community matrons 
consistently praised older participants when something was going well or to 
reinforce progress. It appeared that participation seemed to be enhanced 
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when this happened, especially when the issue was challenging. An example 
of this is illustrated by an extract taken from the case account of Vera.  
Vera had not been eating and had been losing weight and there was concern that 
she would be admitted to hospital; she was reluctant for this to happen. Following 
a referral to the community dietician and discussion with the care agency 
providing her meals there was an overall improvement. During the fourth 
observational visit she had put on 2lbs to which the community matron 
responded: 
CM:  µ$OOWKLVWKDW,KDYHEHHQWHOOLQJ\RXWKDW\RX¶OOZDVWHDZD\LI\RXGRQ¶W eat, 
 GR\RXEHOLHYHPHQRZ"%HFDXVHWKDW¶VSURRIRIWKHSXGGLQJQRZ¶ 
V:  Yes it is. 
CM:  <RX¶YHSXWZHLJKWRQDQG\RX¶UHIHHOLQJEHWWHU" 
V:  I am feeling better love yes. I feel more myself you know? 
CM:  Good. 
V:  ,DP,¶PPRUHP\VHOIDQG,KDYHWKRVHhome care laughing when they 
 come. 
CM:  7KDW¶VDEVROXWHO\IDQWDVWLF9HUDWKDWLV 
V:  <HV,¶OOKDYHWRFDUU\RQHDWLQJ.  
(Case account: OP1). 
Similarly, over time Keith became unsteady on his feet and was worried 
about falling when he went outside. However, he still managed to get into his 
car and drive to the local shops once a week to buy a few groceries. As Keith 
talked about this the community matron made positive remarks about his 
ability to continue driving and how important it was. It was particularly 
significant for Keith as he had driven all his life. He had worked as a driver in 
the local steel works and therefore continuing to drive now enabled some 
continuity of self. 
7.2.3 Cross purpose interactions 
I identified that negotiation was a key communication strategy in the context 
of partnership working. I noted that there were situations where negotiation 
regarding an issue was restricted thus limiting the extent to which older 
participants were able to be involved in their own care and make decisions 
about their daily life. It would appear that the framing of a concern within the 
context of a professional agenda influenced how that concern was 
subsequently discussed and managed. During some observations it became 
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apparent that the community matrons did not pursue all concerns raised by 
the older participant; therefore these concerns could not be explored and the 
negotiation of care outcomes became limited.  
For example, when Grace mentioned that she had been falling asleep a lot 
and that this was unusual for her, the following conversation ensued: 
G:  $QG,¶YHEHHQIDOOLQJDVOHHS 
CM:  Have you? 
G:  &RXOGQ¶WNHHSDZDNH 
CM:  &RXOGQ¶W\RXKDYH\RXEHHQVOHHSLQJDWQLJKW" 
G:  Yes mostly but I have had some terrible days and nights this 
 week.  ,PHDQ,¶GRQO\MXVWKDGP\FHUHDO\HVWHUGD\PRUQLQJ
 sat here and  that was it, an hour and a half after I came too. 
CM:  7KDW¶VDOULJKW 
G:  $KEXWLW¶VQRWLW¶VQRWPH 
CM:  So, what about this arm is it any better? (1st observation: OP4) 
Here the community matron initially acknowledged the concern however the 
conversation very quickly became focused on sleep patterns at night. When 
*UDFHUHSRUWHGWKDWVKHKDGH[SHULHQFHGVRPHµtHUULEOHGD\VDQGQLJKWV¶ this 
was not picked up, and when she communicated that it was out of character 
for her the community matron moved onto another unrelated issue. This did 
not demonstrate µDFWLYH¶OLVWHQLQJDQGWKHUHIRUHQRUHDOH[SORUDWLRQRIWKH
concerns that had been expressed.  Similarly, following a discussion 
regarding a mobility aid to support Stephen after a fall he mentioned that his 
µDUPZDVZHDNHU¶ to which the community matron rHSOLHGµ\HV«KRZ¶V\RXU
breathlessness at the moment?¶ 
Although the issues raised here were initially acknowledged by the 
community matrons, the cues were not pursued. The opportunity to negotiate 
meaning was lost and therefore the purpose of the on-going conversation 
appeared to be different for each participant. In fact, it could be suggested 
that the conversations appeared to be at cross purposes. One interpretation 
is that if the older participant¶VFRQFHUQwas not considered to be 
professionally relevant it was relegated to the margins of the conversation 
and/or excluded. In these encounters I felt that Grace and Stephen were 
disempowered as a result of the community matronV¶ dismissal of their 
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information. Consequently, the concerns in these situations were not 
addressed which appeared to limit WKHROGHUSDUWLFLSDQW¶Vparticipation in their 
care. The analysis also suggests that simply listening to the older 
participant¶VFRQFHUQVwas not enough. Here, partnership working did not 
become a reality as the older participant¶VSHUVSHFWLYHwas not heard and 
was not brought to the fore within a conversation. 
To an observer not picking up an older participant¶VFRQFHUQVFRXOGVHHP
µXQIHHOLQJ¶KRZHYHULQWKHFRQWH[WRIWKHcommunity matron¶VIRFXVHGDJHQGD
and time constraints within the consultation this may be appropriate. It may 
have been enough to ascertain that the concern was not a feature of some 
wider clinical syndrome, such as, depression. IQ*UDFH¶VFDVHWKLVcould have 
been the situation with the issue of sleep which is something the community 
matron was able to screen for and subsequently manage. In these 
circumstances the community matrons made clinical decisions about the 
VWDELOLW\RIWKHSDUWLFLSDQWV¶FRQGLWLRQFKRRVLQJnot to pursue cues. However, 
I considered that the issues raised, which seemed small to the community 
matron and not of significance, were representing the experience of 
µWUDQVLWLRQ¶ in relation to ageing.  Therefore, they were of huge concern. It was 
apparent from observing these situations and listening to the older 
SDUWLFLSDQWV¶DFFRXQWVWKDWLWZDVGLIILFXOWIRUWKHPWRDUWLFXODWHZKDWZDV
happening during these periods of transition. This limited the opportunities to 
explore these concerns further. Challenges to partnership working are 
demonstrated, particularly when an older participant is trying to articulate 
something that is not easy to put into words, for example, non-specific 
general changes that occur with ageing. These findings appear to suggest 
that the opportunity to have a voice became limited when concerns were 
viewed in a particular way, for example, in this instance using a biomedical 
approach.  
,FRQVLGHUHGWKDWEHLQJDWµcross purposes¶ was a feature of other interactions 
between the older participants and the community matrons, particularly when 
a professionally led issue was raised. During the conversations with some 
older participants an issue was raised by a community matron, the focus of 
which was not made explicit to the older participant. In this situation the older 
participant would try to work out the cue, whilst in the process of trying to 
participate within the conversation.  
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Subsequently, there was an inadequate discussion of the topic that was 
raised. On a number of occasions this occurred when a community matron 
focused the conversation on end of life care.  
For example, I observed the community matron ask Esther what she would 
like to do if she became unwell:  
CM: Esther, at some point we need to talk about what your wishes 
ZRXOGEHLI\RXZHUHQ¶WYHU\ZHOOUHJDUGLQJZKHUH\RXZRXOGZDQWWR
be looked after, you know if you got very very poorly, have you ever 
thought about that? 
(:HOOLILWJRWDV,FRXOGQ¶WFRSHWKHQ,would have to go into the 
QDPHRIFDUHKRPHWREHORRNHGDIWHUWKDW¶VDOO,FDQVD\ (3rd 
observation:OP3). 
Esther appeared to interpret this line of discussion and question as not being 
able to cope in general, and she had a clear idea as to what she would do in 
this situation. This prompted the community matron to rephrase the question, 
asking specifically about hospital care and mentioning that she had to fill in 
some official documentation about care preferences, to which Esther replied, 
µ%XW,¶PQRWready yet, am I?  
Consequently the community matron was left with an inadequate end of life 
FDUHGLVFXVVLRQ,WFRXOGEHVXJJHVWHGWKDWWKHµFURVVSXUSRVH¶LQWKLV
situation was the result of using language that did not clearly communicate to 
the older participant the focus of the enquiry. It is also possibly reflected the 
clear policy directive that the community matron was following, to enquire 
about Preferred Priorities of Care. However, it was not easy to raise this with 
Esther and therefore euphemisms were used. In this instance the community 
matron was led down a blind alley and the conversation tailed off because it 
did not follow the intended direction.  
Raising end of life concerns and preferences was difficult at the best of times 
however I wonder if it was made more difficult in this situation because 
contrary to the community matron¶VMXGJHPHQWEsther did not consider 
herself to be at the end of life; she appeared to be getting on with living. 
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On reflection, I noted that some of these interactions seemed to be at odds 
with the notion of person-centred care when working together with the older 
participants. By not exploring the older participants concerns, or initiating 
what were considered to be irrelevant topics, I considered that a person-
centred focus was not maintained; thus it could be argued limiting autonomy 
and independence. However, these potentially difficult encounters did not 
seem to be perceived as negative by the older participant or the community 
matron. During the observations it became apparent that the process of the 
relationship, the specific way in which the community matrons and older 
participants worked and interacted together, was underpinned by the quality 
of the relationship; one that was based on trust. 
7.2.4 Relationships  
During the observation visits it was apparent to me that positive relationships 
had developed between the older participants and the community matrons; 
this seemed to be irrespective of the length of time that the relationship had 
been established. For example, Grace and Martha had only been on the 
community matron¶VFDVHORDGIRURQHPRQWKSULRUWRWKHLUUHFUXLWPHQWWRWKH
study; however the rapport between them indicated a lengthier relationship. I 
listened to the reciprocal sharing of personal information and experiences 
and noted that this was a common feature of all the conversations. It 
appeared to provide an important back drop to the monitoring activities, care 
interventions and discussions regarding the older SDUWLFLSDQWV¶KHDOWKDQG
social problems. Furthermore, it enabled all the participants to recount their 
personal narratives which conveyed an interest in their situation; this could 
either be initiated by the older participant or the community matron. I 
perceived that this type of conversation was important as it appeared to 
weave together the discussions about various issues during a visit.  
Much of this conversation was of a general nature and included talk about 
the weather, who else had visited that week, what had been on television, 
plans for a specific time of year. Talking about family was also a prominent 
topic of conversation that was shared between the participants and the 
community matronV)RUH[DPSOH*UDFH¶VJUDQG-daughter had recently won 
a prize by entering her dog into a national competition and it was clear that 
Grace was very proud of her. As she showed the photographs she also 
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recalled how she had done this herself in the past. Christine had recently 
been to stay with her son and his family; he lived out of the area and this trip 
had involved months of planning. At the subsequent visit following the trip the 
community matron asked her how it had been to which she replied: 
µ2KPDUYHOORXVLWZDVJUHDWWRFDWFKXSZLWKWKHIDPLO\SDUWLFXODUO\WKH
grandchildren, they had grown so much. And we had some lovely 
PHDOVRXW,ZDVUHDOO\VSRLOW¶th observation visit: OP8). 
'XULQJ.HLWK¶VSDUWLFLSDWLRQLQWKHVWXG\KHKDGEHHQRQDZHHN¶VKROLGD\DQG
the community matron was very keen to hear about his experiences.  
During the observations it became apparent that there was reciprocal sharing 
of information and the community matrons shared their own personal 
experiences, for example, holidays, weekend activities, birthday celebrations 
and this again enhanced the relationship. In some situations the strength of 
the relationship enabled the older participant to ask personal questions, for 
example, during one visit Vera asked the community matron if she had lost 
weight recently and this led to a conversation about strategies for dieting. 
Keith asked the community matron if she had changed her car prompting a 
reminiscence of his job as a heavy goods vehicle driver. In these situations 
the quality of the relationships appeared to enable the older participant to 
contribute to and direct the conversation. Furthermore, it communicated 
UHVSHFWIRUWKHSDUWLFLSDQWV¶personhood.  
The positive relationship also appeared to be enhanced by the personal style 
of the community matrons, particularly the demonstration of empathy. The 
community matrons used a range of positive non-verbal and verbal 
communication strategies including: acknowledging remarks, closed 
questions, supportive/reassuring statements, positive tone of voice, eye 
contact, position, touch, facial expressions. Although, it could be argued that 
an approachable manner and good communication skills within the context of 
the relationship are not enough when it limits the nature of partnership and 
the ability of older participants to be actively involved in decisions about their 
care. Yet, even though some of the concerns raised by the older participants 
were not really addressed it appeared that it was enough for the older 
participants to be able to express some of their concerns, problems or 
feelings to another person instead of internalising it; this released some of 
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the worry that the older participant was experiencing in relation to a specific 
issue and helped LQWKHSURFHVVRIµPDNLQJVHQVH¶RIZKDWZDVKDSSHQLQJIt 
allowed the concern to be legitimised; perhaps even enabled the older 
participant to have a voice.  
Overall I observed that the community matrons demonstrated respect for 
personhood and this appeared to underpin the relationship that had 
developed between them and the older participant. There were isolated 
occasions where I feel that respect for personhood was not maintained and 
these encounters were more likely to inhibit the development of partnership 
working. Interestingly, these situations did not involve the community 
matrons, but other health and social care professionals. Their relationships 
with the older participant appeared less well developed. These difficult 
encounters also seemed to be fuelled by differing role expectations but were 
executed differently to the community matrons. 
This was an issue in the case of Grace which arose during an encounter that 
I observed during the third care visit. The social worker was already present 
LQ*UDFH¶VIODWZKHQWKHcommunity matron and I arrived.  
We were immediately brought into a difficult situation where it felt as if Grace 
was being reprimanded for not being more actively involved in her care at 
home, illustrated by an extract from the case account: 
$VZHHQWHUWKHVRFLDOZRUNHUDQG*UDFH¶VVRQDUHDOUHDG\SUHVHQWWKH
son is sitting in the chair near the TV; the social worker is sitting on the 
end of settee nearest to Grace); we introduce ourselves and sit down on 
the settee at the other end to the social worker ± who proceeds to update 
us regarding the issues with Grace, mainly her poor mobility, and that she 
ZDVµGRLQJEHWWHULQWKHGD\FDUHDWQDPHRIFDUHKRPH¶7KHVRFLDO
ZRUNHUJRHVRQWRVD\WKDWEHIRUHZHDUULYHGVKHKDGEHHQµWHOOLQJKHURII¶
for not doing as much for herself. Her son mentions that he used to walk 
her up the street but now she is shuffling and not picking her feet up. All 
this time Grace has not said a word to anyone or participated in the 
conversation. She has a resigned, but defiant, look on her face, and is 
looking out of the window during these conversations. I feel very 
uncomfortable about this and feel that Grace is being ignored and spoken 
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to as if she was either not there or a child. It feels as if she is on trial. 
Finally, Grace speaks for the first time since we arrived asking why she is 
falling asleep, but she is interrupted here as social worker goes onto say 
that they have been discussing care homes but that Grace is not at the 
stage to go into a care home. A general discussion ensues, directed by 
the social worker, as to what Grace is able or unable to do for herself at 
home and the support offered by the care package (carers 4 times a day); 
comparisons are frequently made between what Grace can do at home 
and what she did at (name of care home) before discharge. This is a 
difficult time as the woman often uses a patronising tone of voice towards 
Grace when making these comparisons: 
µ,GRQ¶WXQGHUVWDQGZK\\RXFDQ¶WQRZ,WKLQN\RXFDQGRLWKHUH,W¶V 
DERXWPRWLYDWLRQEHFDXVH\RXFDQGRLW««\RX¶YH got your trolley, 
VPDOOHUNHWWOH¶&DVHDFFRXQW: OP4). 
In this situation I perceived that Grace was not fulfilling the role that was 
expected of her by the social worker, which led to a communication strategy 
that the community matron recalled as bullying in a subsequent interview: 
µShe was loud, bullying UHDOO\µZHOO\RXFRXOGGRWKLVZKHQ\RXZHUHLQ
QDPHRIFDUHKRPH¶DQGLWZDVQ¶WJRLQJWKURXJKKHUPLQGµRK\HVWKDWZDV
ZKHQVKHJRWVXSSRUWDQGRWKHUSHRSOHZHUHDURXQGVKH¶VEDFNKHUHRQKHU
RZQQRZ¶QGLQWHUYLHZ&0 
It was clear that the community matron recognised the social wRUNHU¶VODFNRI
DWWHQWLRQWR*UDFH¶VFLUFXPVWDQFHVSDUWLFXODUO\WKHYXOQHUDELOLW\FUHDWHGE\
LQFUHDVHGLQFDSDFLW\DQGKRZWKLVFKDOOHQJHG*UDFH¶VVHQVHRIDXWRQRP\
and dignity. In this context it appeared to demonstrate that the social worker 
was inflexible in relation to what was H[SHFWHGRIHDFKRWKHU¶VUROHVLQD
given situation. She did not seem to take into account how Grace was coping 
with the situation as it unfolded.  It was not enough to set roles at the 
beginning of the relationship and expect them to remain static; this situation 
illustrated the extent to which role change needs to be accommodated as 
different issues emerge. So here Grace was not doing enough in the opinion 
of the social worker and this frustration was communicated insensitively; 
ultimately partnership working was affected.  
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I became aware of other situations where communication with an older 
participant appeared to negatively influence the relationship. For example, 
Esther wanted help to manage the panic associated with acute 
breathlessness which led to her arranging a home visit from the general 
practitioner. Although I never witnessed the encounter she recalled this 
incident at all of the visits that I made hinting that he had dismissed her 
concerns in a negative way, as she recalled: 
µ,KDGWKHGRFWRUDQGKHVDLGµ:KDWFDQ,GRIRU\RX"¶DQG,VDLGµ:HOO,FDQ¶W
EUHDWKH¶µ&DQ¶WEUHDWKHIRU\RX¶KHVDLGDQG,NQRZKHFDQ¶WDQGWKHUH¶VQR
medication for it either. So I ZRQ¶WKDYHKLPDQ\PRUH,GRQ¶WWKLQN,MXVW
WKRXJKWWKHUHFRXOGEHVRPHPHGLFDWLRQWKDWFRXOGUHOLHYH\RXEXWWKHUHLVQ¶W¶
(2nd interview: OP3). 
From the JHQHUDOSUDFWLWLRQHU¶s perspective it may be that he considered 
himself to have been called out unnecessarily; Esther felt that he had been 
dismissive and communicated his exasperation to her. As a result of this she 
appeared to lose confidence in managing these acute situations, and 
subsequently called out the emergency care practitioners; which led to an 
increase in the contact of the very agencies that were known not to be able to 
offer help. On the three occasions that she contacted the 999 service during 
the study period she always refused to be admitted to hospital. This seemed 
to undermine all the work that the community matron had done in supporting 
her to manage the episodes herself. Furthermore, she indicated that there 
had been a negative impact on her relationship with her general practitioner, 
and it was unlikely that she would call him out again in the future. 
7.3 Chapter Summary 
This chapter has reported findings that relate to the provision of health and 
social care to frail older people, enabling a consideration of partnership 
working. Exploration of the nature of partnership working with the older 
participants revealed a complex relationship between the roles that 
participants are given and are able to enact and the positioning of these roles 
in the context of a care encounter. At one level the older participants were 
offered roles and were able to participate in care, although this did not 
necessarily imply partnership working. On another level older participants 
were able to exercise autonomy and made decisions that were relevant to 
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their own situation. All this happened in one care encounter highlighting the 
contextualised and fluid nature of working in partnership. In particular this 
reflects the way in which participants are constantly positioned and 
repositioned in relation to one another at any given time. It was challenging 
for the older participant to continue to position themselves as an active 
partner, and it was equally challenging for the community matron to manage 
their competing role demands and not exert power. Where an older 
participant was considered to be frail, especially during a period of transition, 
partnership working was challenged.  
The findings also examined the processes involved in discussing and 
managing relevant concerns and highlighted situations where older 
participants were enabled to work with community matrons to negotiate care 
outcomes. The importance of the relationship and demonstrating empathy 
was illuminated.  Furthermore, the characteristics of the relationship between 
older participants and care staff are posited as a central element in the 
creation and sustaining of partnership working.  
The next chapter is concerned with positioning my attempts to ensure the 
rigour of the study. 
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Chapter 8: Establishing rigour 
Throughout this thesis I have endeavoured to establish the quality and 
trustworthiness of the knowledge claims that are being made within the 
study.  This has been achieved by presenting a rationale for all decisions 
made throughout the process of the research as well as providing a critical 
stance on my position as researcher. Prior to the discussion of the findings 
this penultimate chapter further strengthens these claims by providing the 
framework within which the rigour of this study has been considered and 
addressed. In particular the following aspects of rigour are detailed and 
explained: credibility; transferability; dependability; and reflexivity.  
8.1 Establishing trustworthiness 
Research findings should be as trustworthy as possible (Graneheim and 
Lundman 2004; Houghton 2013); therefore it is important to judge the quality 
of this study using appropriate criteria to establish its validity and reliability. 
Within the literature there have been debates as to the correct terminology 
that should be used when considering the quality and trustworthiness of 
qualitative research (Long and Johnson 2000; Lewis and Ritchie 2003; Rolfe; 
Porter 2007). These on-going debates consider that the terms reliability and 
validity mean essentially the same thing in a given research paradigm, 
irrespective of research tradition, and that nothing is gained by changing a 
label. In the context of qualitative research Avis (2005, p12) described validity 
DVµWKHTXDOLW\DQGVWUHQJWKRIWKHDUJXPHQWWKDWUHVHDUFKHUVSXWIRUZDUGWR
substantiate claims about the reliability of their evidence and the credibility of 
WKHLUFRQFOXVLRQV¶5HVHDUFKHUV must still convince their audience that their 
evidence is credible and supports their inferences. For this reason I drew 
upon the concepts of credibility, dependability and transferability as they 
have been consistently used to describe and support various aspects of 
trustworthiness in qualitative research (Guba and Lincoln 2005; 1985; 
Holloway and Wheeler 2010; Polit and Tatano Beck 2010). 
8.2 Credibility  
Credibility is concerned with the focus of the research, referring to confidence 
in how well data and processes of analysis address the intended focus of the 
study (Polit and Tatano Beck 2010). Credibility was considered early on in 
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the study when I made decisions about the context of the study, the selection 
of participants and the approach to gathering data (Graneheim and Lundman 
2004); as described in detail in this and previous chapters. These were all 
driven by the focus of the study, itself refined by the review of the literature, 
and more specifically the research aim and objectives.  
Credibility can be further demonstrated through prolonged involvement and 
persistent observation in the field, triangulation, peer debriefing and member 
checks (Holloway and Wheeler 2010).  
8.2.1 Prolonged involvement and persistent observation 
I enhanced the credibility of the research through prolonged engagement and 
persistent observation in the field (Guba and Lincoln 2005). The engagement 
commenced when I first made contact with the managers of the nursing 
service in order to access the clinical setting and this was seen as integral to 
the success and credibility of the findings. Prior to commencement of the field 
work a meeting was held in the clinical setting. This provided a forum for 
discussion around a number of identified issues, for example, relating to the 
role of nursing staff in the process of patient recruitment. My engagement in 
the field continued until the final observation and interviews with the last 
participants. In total the period of field work lasted two and a half years, 
therefore spending this amount of time in the field enabled me to develop a 
detailed understanding of the factors that contributed to and influenced the 
experience of frailty in later life. The length of time in the field enhanced the 
ethnographic validity (Walker 2012). This added depth to data collection and 
afforded me the opportunity to observe experiences and participants to 
describe their experiences (Hammersley and Atkinson 2007). 
In relation to developing a comprehensive understanding Houghton et al 
(2013) suggested that during fieldwork and the process of on-going analysis 
the lack of new emerging data is evidence that saturation has been achieved, 
further enhancing the credibility of the research.  Within this study to a certain 
extent data saturation was achieved as I began to notice repetition in the 
data (Bowen 2008, Green et al 2010; Kuper 2010). It was harder to achieve 
theoretical saturation as the time frame for the study limited the ability to 
continue sampling until there were no new themes, particularly in relation to 
deviant cases (Bowen 2008).  
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8.2.2 Triangulation 
Credibility was also strengthened through the use of triangulation, a common 
strategy used to demonstrate validity and in turn trustworthiness in a 
research study (Tuckett 2005; Polit and Tatano Beck 2010). Within this study 
the use of ethnography enabled method triangulation (Cruz and Higginbottom 
2013). As a result the data gathered from observations, interviews and 
documents were compared to explore the extent to which findings could be 
verified. For example, my observations of interactions between older people 
and health care professionals identified factors that contributed to the 
experience of frailty. During subsequent interviews participants were asked to 
discuss their perceptions of the situation that influenced the experience of 
frailty. Through using different methods I was able to find consistencies and 
inconsistencies in the data thus enhancing credibility (Casey and Houghton 
2010; Cruz and Higginbottom 2013). 
8.2.3  Peer debriefing 
I engaged in peer debriefing in a number of ways in order to enhance the 
credibility of the study (Casey 2007). First, my supervisors were asked to 
look at extracts from the case studies and the key themes to see if they 
agreed with the data labels and the thought processes that had led me to 
label the data in that way. This created many fruitful discussions during 
supervision as my data analysis was developed through their agreement and 
further questioning, thus enhancing credibility. It was not the intention to ask 
my supervisors to independently analyse the data. I acknowledged that 
qualitative data analysis was an individual process and therefore it was 
unlikely that my supervisors would arrive at the exact same thematic 
structure as myself (Graneheim and Lundham 2004). Peer debriefing also 
involved the presentation of preliminary findings from this study to a 
professional multi-disciplinary health care audience at a national palliative 
care conference. Comments from the audience validated the findings as they 
resonated with their clinical practice and research experiences.  
8.2.4 Member checking 
Member-checking as a means of establishing credibility involves allowing 
participants to read the findings of the research and the content of any 
transcripts involving their spoken word (Thomas and Magilvy 2012). There 
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were a number of challenges to undertaking member checking in this study. 
The decision was made not to ask participants for feedback on the reported 
data following analysis as it was unlikely that individual participants would be 
able to recognise themselves and particular experiences following my 
interpretation of the data. Houghton et al (2013) suggested that member 
checking should not occur after analysis for this reason however could take 
place following transcription. I asked the community matrons if they wanted 
to read the transcripts. All of them stated that they were too busy. It was not 
possible to ask the older participants to read the transcripts of observations, 
conversations and interviews. I considered that it was unethical to expect 
older participants, many of who were experiencing fluctuating ill-health, to 
read often lengthy transcripts. Moreover, two older participants died during 
the study and therefore it was important to be consistent across all 
participants and therefore the decision was made not to use member 
checking as means to further establish credibility.  
8.3 Transferability 
Transferability in qualitative research refers to whether or not particular 
findings can be transferred to another similar context or situation, whilst at 
the same preserving the meaning and inferences from the completed study 
(Holloway and Wheeler 2010). In this study transferability of findings to other 
areas was limited, largely due to the subjective nature of the judgements 
made in keeping with the ethnography (Cruz and Higginbottom 2013). 
Furthermore, in the social world of older people living at home receiving 
support from community matrons, contextual and structural differences in 
home settings and case management provision means the resulting 
transference of experiences across settings and to other older people 
receiving case management may not be possible. However, although 
findings cannot be generalised to other groups of older people or settings in 
the UK, findings in this study do offer some insights into the experiences of 
some older people that may be useful to current and future health and social 
care practice and policy development. It is these insights that may be 
transferable.  
Considering that inferential generalisation is a matter of judgement my role 
was to provide rich description to allow others to assess transferability (Lewis 
2003). Therefore, in order to enable transferability of such insights I 
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endeavoured to describe the original context of the research and provide 
sufficient detail of the original observations and interviews, as well as the 
environment in which they occurred. By providing detailed descriptions the 
reader of this thesis and future publications will be able to make an informed 
decision about the transferability of the findings to their specific context 
(Lewis 2009). To this end I ensurHGWKDW,FUHDWHGµWKLFN¶GHVFULSWLRQRIWKH
context and the research methods. I also presented examples of the raw data 
within the context of data collection and the findings so that readers could 
consider their interpretations. Findings were presented with appropriate 
exerts from field notes, observations, interviews and case accounts. 
8.4  Dependability 
Dependability refers to the stability of the data and is determined by the 
process by which the end product is achieved, which must be robust and 
dependable. The way to do this is by outlining the decisions that have been 
made throughout the research process to provide a rationale for the 
methodological and interpretative judgements of the researcher. Holloway 
and Wheeler (2010) suggested that dependability is linked to the 
UHVHDUFKHU¶VWUDQVSDUHQWXVHRIUHVHDUFKEDVHGSURFHGXUHVWKDWDUH
recognised and confirmed by other researchers in the field. Silverman (2011) 
insisted that dependability is fundamental to the ethical nature of the study 
and the research process. Readers of research must be able to identify how 
the researcher identified, developed and explored issues relating to the 
theoretical, methodological and analytical choices made throughout the study 
(Avis 2005). I endeavoured to be as transparent as possible about the 
process of research and achieved this by leaving an audit trail of all 
methodological and interpretative decisions made at each stage of the 
research process. Even with such an audit trail I acknowledged that it would 
be impossible to exactly replicate the findings of this study due to the 
subjective nature of the interpretations I have made throughout (Hammersley 
and Atkinson 2007). To counter this I have endeavoured to enhance 
dependability, therefore trustworthiness of this study, through reflexivity 
(Elliot, Ryan and Holloway 2012). This has been achieved by making explicit 
and transparent my interactions with the methodology, the context and the 
participants, throughout the study. 
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8.5 Reflexivity 
In keeping with the epistemological perspectives underpinning this inquiry 
and the principles of ethnography it was important to consider my position as 
researcher and the influence this had on the development and process of this 
study. I acknowledged that my presence in the field influenced the interaction 
and culture which I sought to scrutinise (Elliot, Ryan and Holloway 2012). 
Through the use of reflexivity I worked hard to become perceptive to my 
influence on the study as a whole, particularly the methods of data collection 
and analysis, thus capitalising on what was revealed about the experience of 
frailty during this process (Hammersley and Atkinson 2007; Jootun, McGhee 
and Marland 2009). By providing reflexive detail I demonstrated how I came 
to terms with the complexities of my presence in a systematic way. In doing 
so I did not attempt to eradicate the effects of my presence, I sought to gain 
an understanding of them, acknowledging that by being in the field I became 
an active research instrument. However, the use of reflexivity in the 
construction of the findings does not imply the findings do not or cannot 
represent social phenomenon. Hammersley and Atkinson (2007) recognised 
that in working with what we currently take to be knowledge, through 
interactions with others based on meanings, descriptions of phenomena can 
be made through systematic enquiry and by reflecting on what seems to be 
problematic. I accounted for my subjectivity, presence of researcher, 
whenever possible throughout the thesis, paying particular attention to: the 
rationale and background to the study; issues relating to research 
methodology; the explanation of the data collection methods and data 
analysis, and interpretation of findings.  
8.6 Chapter Summary 
This chapter presented the approach to establishing the quality and 
trustworthiness of the study, paying attention to aspects of rigour. The next 
chapter presents a discussion of the findings. The implications of the study 
are detailed and recommendations for future practice, education and 
research are made.  
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Chapter 9: Discussion  
The aim of this study was to explore how older people with complex 
problems experienced and made sense of frailty in their daily lives. At the 
outset of the study the following research questions were posed: 
x What do older people understand by frailty generally and in relation to 
themselves? 
x How do relationships with significant others and care staff influence an 
older person's experience of frailty? 
x How do wider societal influences affect the experience of frailty?  
The study adopted an ethnographic case study design to answer the 
research questions. Ten cases were studied over a period of two and a half 
years; each case comprised an older person, a community matron and a 
significant other. This chapter presents a critical examination of the findings 
and summarises the contribution of the study to the development of the 
knowledge base pertaining to frailty in later life, as well as to existing 
theoretical perspectives. It will also detail the unique contribution of my work 
to the body of knowledge relating to the personal experience of frailty in later 
life. In addition, the implications of the findings are explained and 
recommendations made for future practice, policy and research. The 
methodological strengths and weaknesses of the study are outlined and my 
reflections on the overall process of conducting the study are described.  
This study provides insight into three areas of interest relevant to how older 
people experience frailty in later life. First, how older people struggle to 
achieve balance in daily living as their health changes and the diversity of 
experience attached to this. Second, frailty experienced as periods of 
uncertainty. Third, the provision of health care services in supporting older 
people as they encounter transitions in health and illness and fluctuating 
frailty in later life.  
9.1 Explanation of thesis title 
Before I discuss the findings it is important to explain the quote that I have 
used within the title of my thesis. µ$P,VWLOOKHUH"¶ZDVDSKUDVHXVHGE\DQ
older participant who experienced a major transition in their health and illness 
222 
 
during the course of the study, resulting in a three week stay in an 
intermediate care unit for rehabilitation. On return home the older participant 
found it difficult to manage daily living as a consequence of their increasing 
frailty. During a research visit a social worker was already present in the 
ROGHUSDUWLFLSDQW¶VKRPHDGLIILFXOWHQcounter ensued as the social worker 
FKDOOHQJHGWKHROGHUSDUWLFLSDQW¶VFRQFHUQVDERXWKHURZQDELOLW\WRPDQDJH
at home. Gradually the older participant disengaged from the encounter by 
becoming silent, folding her arms and looking out of the window.  
Once the social worker had left the flat the community matron commenced 
with her routine clinical assessment and prepared to take the older 
SDUWLFLSDQW¶VSXOVH7KHROGHUSDUWLFLSDQWVSRNHIRUWKHILUVWWLPHLQWZHQW\ILYH
PLQXWHVDQGDVNHGµ$P,VWLOOKHUH"¶ On reflection I felt that the older 
participant was reaffirming not only her physical self, but her personal identity 
after feeling out of control of the previous discussion with the social worker. 
This quote became more meaningful as the study developed. All the older 
participants worked hard to maintain their daily routine, and in doing so 
presented a strong sense of self, one that engaged in daily living. Yet, at the 
same time many experienced being ignored or not taken seriously in light of 
their frailty. To me this quote summed up the dichotomy in the personal 
experience of living with frailty. 
9.2 Transitions in health and illness in later life 
In this study frail older people experienced, and were more susceptible to, 
transitions triggered by ill-health, as a consequence of living with long term 
conditions and co-morbidities in later life. This resonates with observations 
made by Grenier (2012) in a qualitative study highlighting the influence of ill-
health on the experience of transition. Disruption to daily living, as a result of 
transitions in health and illness, was a common occurrence in the lives of the 
older people in the present study. The frail older adults in my study 
encountered and expressed loss and disruptions to routine in a variety of 
ways, depending on their particular circumstances; an observation also made 
by Nicholson et al (2012a). )RUH[DPSOH0DUWKD¶VH[SHULHQFHRILOO-health 
was a sudden-onset event and she initially found it difficult to manage the 
disruption to daily living brought about by the loss of her mobility. However, 
eventually she experienced recovery from her heart attacks and fall as 
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progressive and upward. In contrast, for the majority of the older people in 
this study transitions in health and illness were enduring and encountered as 
gradual deterioration over a period of time. Frail oOGHUSHRSOH¶VDttempts to 
accommodate the transitions were on-going, but led for some to periods of 
relative recovery and stability, and for others decline or death. These 
particular patterns to some extent resonate with studies that have identified 
KRZDSDUWLFXODUµIUDLOW\¶WUDMHFWRU\LVDFRPPRQURXWHWRGHDWKLQODWHUOLIH
(Lunney et al 2007; Godfrey and Townsend 2008; Thomas et al 2010). These 
findings also concur with previous studies that show that the nature and 
experience of disruption is diverse and is dependent on the onset, nature and 
pattern of the transition trajectory (Becker 1994; Nilsson et al 2000; Godfrey 
and Townsend 2008).  
As Grenier (2012) pointed out, existing perspectives on transitions in health 
and illness in later life often portray them as single, marked events. She 
argued that by failing to recognise that older people often experience multiple 
and embedded transitions assumptions are made regarding the process of 
adjustment. My study suggests WKDWIUDLOROGHUSHRSOH¶VH[SHULHQFHVRI
transition are neither single events, in contrast to findings indicated in 
previous studies (Torres and Hammarstrom et al 2006; Godfrey and 
Townsend 2008), nor do they neatly fit into a given category at any one time. 
Rather than experiencing transition in a linear fashion, with fixed moments 
that determine the arrival and exit points within a given transition, my study 
findings suggest that the process of transition for frail older people is more 
convoluted. The findings indicate that frail older people are more likely to 
experience transitions in health and illness as a continual process of change 
over a lengthy period of time, where sudden on-set of events, general decline 
and periods of relative stability frequently intersect. As such it is difficult to 
ascertain a beginning and an end. In these fluctuating circumstances for 
many frail older people a minor, albeit sudden, on-set event can trigger a 
major transition. Frail older people with uncertain and deteriorating health 
experience loss and challenges to their identity; these are exaggerated when 
they move from one care setting to another or their relationships with others 
change. This is compounded further by the timing of an event, for example, 
when an event is unexpected which can lead to a frail older person seeming 
out of control of their situation. Overall, these findings illustrate the complexity 
224 
 
of disruption and how accommodation to change by the frail older person is 
compromised by many factors. These include the nature and impact of the 
illness on the older person, their existing health problems, available personal 
and social resources, as well as the threat to them of further untoward events 
(Godfrey and Townsend 2008).  
9.2.1 Transition as disruption? 
These findings provide evidence that some frail older people will experience 
ELRJUDSKLFDOGLVUXSWLRQZKHUHDSHUVRQ¶VDQWLFLSDWHGOLIHWUDMHFWRU\LV
interrupted, interfering with taken for granted assumptions, behaviours and 
normal ways of managing daily living (Bury 1982; Godfrey and Townsend 
2008; Levealahti, Tishelman and Ohlen 2007). In the present study searching 
for meaning by the frail older person was a key element in repairing the 
disruption that had occurred, by linking the changes to daily living and 
biography. The frail older people achieved this by drawing upon inner and 
external resources. For some older people this became difficult when the 
transition became overwhelming, and their physical body could not be 
trusted, or when their taken for granted activities shaping their personal 
identity were strongly challenged. This demonstrates how particular 
meanings attributed to the changes can shape the experience of biographical 
disruption in later life, enabling or preventing the accommodation of changes 
(Hockey and James 2003; Lloyd et al 2012a).  
This study also builds on theoretical perspectives that recognise that the 
experience of transitions in health in later life can lead to biographical 
continuity and reinforcement (Williams 2000, Faircloth 2004). My findings 
illuminate how, in later life, the work of accepting, managing and integrating 
the constant effects of ill-health and impairment contributes to continuity of 
personhood as an autonomous and independent person. This aligns with the 
concept of biographical flow (Levealahti, Tishelman and Ohlen 2007). 
Acceptance of being old appears to facilitate the assimilation of declining 
health into an ongoing life. The frail older people in this study generally had a 
strong sense of being old. They largely accepted it and this appeared to 
provide legitimacy for putting up with the effects of ill-health and impairment, 
thus, further contributing to continuity of self. This is in contrast to RWKHUV¶
findings that have mainly outlined how older people do not generally consider 
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themselves to be old (Degnen 2007; Andrews 2012; Lloyd et al 2012a). 
However, it builds on the understanding developed by Heikkenen (2004) who 
observed that in advanced old age, perceptions of age change in the context 
of impairment and chronological age. For the frail older people in this study it 
seemed to be that being old was the least of their worries.   
In my study frail older SHRSOH¶VSHUFHSWLRQVRIDJHDSSHDUHGWREH linked to 
physical and social changes. They demonstrated a more mature 
understanding of self in the context of age and this contributed to the 
acceptance of their situation (Biggs 1999). Time was also a critical factor in 
enabling frail older people to understand and accept the significance and 
consequences of their ill-health and disability. Where the older participants 
had been given time to adjust it afforded them a view of ill-health and 
impairment in terms of ageing and being old, which enabled acceptance to a 
certain extent, a finding echoed by Grenier (2012).  
9.2.2 Frailty and working with disruption  
Grenier (2012) identified how living with transitions in health and illness in 
later life is challenging and requires frail older people to achieve a balance 
between the level of acquired disability and impairment and the ability to 
PDQDJHGDLO\URXWLQHV7KHµKDUGZRUN¶DVVRFLDWHGZLWKDFKLHYLQJWKLV
balance is clearly illustrated in my study. The degree of physical, 
psychological and emotional labour that frail older people engaged in to 
manage the disruption and subsequent losses was enormous. Regardless of 
the nature and complexity of the transition my findings provide further 
evidence that frail older people experiencing transitions in health engage in 
managing and accommodating the changes (Lloyd et al 2012a). This 
occurred even when transitions were enduring and multifaceted in nature, 
pushing DQROGHUSHUVRQ¶Vadaptation to the limit in order to survive. The older 
SHRSOH¶VHngagement was predominantly achieved through the creating and 
sustaining of everyday routines and in spite of the hard work was attempted 
at all costs. Their engagement was influenced by familial, social and cultural 
contexts as well as their previous life experiences, further illustrating the 
diversity of frail older people¶V experiences. On the whole frail older people 
made the most of what they had and accepted the realities of their lives, 
although this was challenging at times. These findings build upon theoretical 
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perspectives that illuminate the capability that frail older people retain in order 
to work with the challenges that disruption to daily living and accumulated 
loss brings. The findings of studies by Hicks et al (2012), Lloyd et al (2012a), 
Janssen, Regenmortel and Abma (2012) and Nicholson et al (2012a) all 
identified that maintaining routines enabled older people to sustain 
equilibrium in daily life.  
9.3  Dimensions of frailty in later life 
A key insight that has emerged from my study is the understanding that in 
striving to craft and sustain daily routines, older people create a counterpoint 
to becoming frail. In particular, the present study expands the knowledge 
base regarding how frail older people exercise personal agency (Becker 
1994; Grenier 2008; Hammarstrom and Torres 2010; Breitholtz A, Snellman 
and Fagerberg 2013). My findings demonstrate that older people have a 
determination to fiercely resist dependence and in doing so the importance of 
maintaining personal autonomy comes to the fore. This is evidenced through 
the many decisions that were made in relation to sustaining the minutiae of 
daily routines, for example, through the rethinking and prioritising of activities, 
negotiating the physical environment, learning new skills and accepting 
support from informal and formal networks. Such determination was even 
expressed in those older people who received assistance from care 
agencies. These findings build on existing knowledge that has identified that 
reliance on others for support with daily living activities does not inevitably 
lead to loss of capability or agency in making decisions relating to daily life 
(Hammarstrom and Torres 2010). In addition, my study highlights the large 
amounts of time that older people spent at home alone in between visits from 
family and friends and formal service provision; during this time they will have 
made many decisions regarding daily living although these were not visible in 
the study.  
In examining day to day experiences where autonomy was exercised findings 
from my study illuminate how frail older people maintain, what Nordenfelt 
(2004) referred to as the µdignity of identify¶,n continuing to make decisions 
WKHROGHUSHRSOHGHPRQVWUDWHGWKHLUGLJQLW\DVµLQWHJUDWHGDQGDXWRQRPRXV
SHUVRQVZLWKDKLVWRU\DQGDIXWXUH¶HYHQZKHQWKDWIXWXUHZDVVKRUW
(Nordenfelt 2004, p33). Anchorage in daily routines, as previously mentioned, 
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is key to enabling frail older people to exercise autonomy. Nicholson et al 
(2012a, p1431) described KRZIUDLOROGHUSHRSOHFRQVWUXFWHGµWKHLURZQ
KDELWXDOURXWLQHVRUSHUVRQDOVFULSWV¶. In my study similarly, living day to day 
and the existence of routines not only enabled the assimilation into an on-
going life of declining health and disruption to daily living, but it afforded a 
way of maintaining dignity of identity, even in situations that compromised 
and threatened it.  
In demonstrating how frail older people exercise their personal autonomy 
these findings provide further evidence that older people attempt to resist the 
process of objectification that comes with the stereotyping of the ageing 
process and in particular frailty. As in other studies the majority of older 
people rejected the idea of being considered frail (Van Campen 2011; 
Nicholson et al 2012a). Within the context of my study the label of frailty had 
been applied to all the older participants by the community matrons; 
however, they managed to contain or resist their frailty by persevering with 
daily routines. This was also the case for those older people who saw 
themselves as frail. Here, the body was seen to mediate the relationship 
EHWZHHQDQROGHUSHUVRQ¶VVHOI-identity and their social identity (Goffman 
1990); displaying what Gilleard and Higgs (2011) referred to as socially 
recognised intent.  
These findings thus offer some insights into the current debates regarding 
frailty and the fourth age, a period that is often depicted as one of decline, 
including loss of agency over the body, and lack of meaning (Twigg 2006; 
Gilleard and Higgs 2010). Clearly, the older people in this study experienced 
bodily changes which were exacerbated by ill-health, and where their agency 
over their bodies was challenged. However, although older people found 
caring for themselves to be problematic, my study has demonstrated that 
they were able to engage in meaningful daily living; as well as 
accommodating changes to their customary way of life, albeit with support. 
Although some frail older people made fleeting reference to the end of life 
and/or move to a care home, this study illustrates how making choices in day 
to day living enabled a continued engagement with life; rather than the 
withdrawal from successful body maintenance described by Higgs and Rees-
Jones (2009). Gilleard and Higgs (2010) argue that the fourth age cannot be 
understood exclusively from personal experience, and that the fourth age is 
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shaped by institutional practices. However, this study illustrates the 
counterpoint that frail older people provide to the notion of the black hole 
scenario depicted by Gilleard and Higgs (2010); the frail older people who 
took part in my study clearly still had things to look forward to in their lives.  
9.3.1  Resilience and frailty 
Older people expressed a variety of responses to the challenges faced in 
daily living, which included: anger, anxiety, frustration, bewilderment, 
sadness as well as the expression of humour and display of a positive 
attitude. It is through exploring such expressions in the context of daily life 
that the notion of resilience emerges as a contributing factor to how older 
people reject the idea of being frail. The findings of my study illustrate how 
high risk situations were encountered as a result of fluctuating ill-health and 
disability, challenging capacity for independence. There was diversity in the 
types of behaviours that the older people drew upon to respond to and adapt 
to difficult situations supporting the view of Fitzpatrick and Vacha-Haasa 
(2010) that resilience, as a response to adversity, links to personality 
characteristics. As I listened to the older people¶V life stories it also became 
apparent that their resilience had been developed overtime as a result of 
successfully coping with adversity throughout their lives, echoing the findings 
of studies by Wagnild and Collins (2009) and Wiles et al (2012). For 
example, most of the older people in this study had lived and worked through 
the Second World War, and the majority had subsequently worked and 
brought up families. A substantial number had lived in the slums and had 
been rehoused. All of them had experienced the death of a close relative. To 
some extent, the many examples of shared experienced that my study 
highlights also reflects a cohort effect (Chandola et al 2007). In this study, as 
well as life experience and biography resilience was also inextricably linked 
to relationships with others and the environment, supporting  the findings of 
Wiles et al (2012) that resilience is also embedded in social contexts.  
9.3.2  Frailty as uncertainty 
In demonstrating how older people exercise their personal autonomy and 
resilience, these findings provide further evidence that the work involved in 
maintaining daily living does not match up to the stereotypical views of frail 
older people, similar to the studies of Van Campen (2011) and Nicholson et 
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al (2012a). However, although older people often reject being seen as frail, 
the present study illustrates how older people experience moments of 
µIHHOLQJ¶IUDLOAs found in other studies (Lloyd et al 2012; Portacolone 2013) 
these episodic moments of frailty in daily lives were experienced by the older 
people as uncertainty, where daily living became precarious and resilience 
was threatened. This led to periods of anxiety and vulnerability. Some older 
people were able to articulate this although some were not.   
In this study, oOGHUSHRSOHSUHGRPLQDQWO\H[SHULHQFHGµIHHOLQJ¶IUDLO when they 
were unable to engage in daily living activities and keep their routine going. 
Furthermore, my findings suggest that where older people were able to 
maintain equilibrium in daily living it was often a fragile balance between what 
had to be done and the ability to do it. Consistent with the literature the 
balance was for the most part tipped by bodily decline (Grenier 2007), 
although my findings also suggest that for some older people deterioration in 
mental health and wellbeing further exacerbates physical decline (Hurd Clark 
2010). This was more likely to happen where transitions in health and illness 
were complex. For example, if the onset of a transition was sudden resulting 
in new chronic illness and impairment, or multifactorial and intersected in the 
context of enduring ill-health. Movement across care boundaries 
compounded this further. 2OGHUSHRSOH¶VIeelings of frailty were also linked to 
anxiety regarding social support networks, and being alone, contributing to 
the experience of frailty as multi-factorial in nature (Nicholson et al 2012a). 
There was diversity of experience highlighting the individual nature of illness 
transitions and trajectories and the unique dynamic between physical, social 
and psychological factors that influence such experiences. 
Overall, these findings suggest that such an embodied experience forces 
older people to anticipate a situation where independence may decrease and 
the ability to exercise personal agency is reduced, similar to what Grenier 
SGHVFULEHGDVµUXSWXUHRIVHOI¶µ)HHOLQJ¶IUDLODOVRUHIOHFWHGDQ
attempt to make sense of the change brought on by transitions in health and 
illness, actual or anticipated, whilst integrating the change in the context of a 
SHUVRQ¶VVHQVHRIVHOI (Twigg 2006,QWKLVVWXG\µUXSWXUHRIVHOI¶OHGROGHU
people to contemplate their ability to continue living at home, their own 
ageing and mortality. These findings expand the current thinking regarding 
the way that changes in the body render the negotiation of the everyday 
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difficult and how these are interpreted by frail older people in the context of 
an ongoing life. 
9.3.3  Frailty and liminality 
These findings also add to contemporary perspectives regarding the passage 
of transition, in particular the concept of liminality. In the context of transitions 
LQKHDOWKDQGLOOQHVVµIHHOLQJ¶IUDLOLQWKLVVWXG\FDQEHOLNHQHGWREHLQJLn a 
liminal state. 7XUQHUILUVWGHVFULEHGDOLPLQDOVWDWHDVµEHLQJEHWZL[W
DQGEHWZHHQ¶DSRLQWRIFKDQJHLQWKHFRQWH[WRIULWHVRISDVVDJH9DQ
Gennep 1961). Barrett, Hale and Gauld (2012) described how rites of 
passage models are widely employed to explain life-stage transitions and are 
particularly useful in understanding change in old age. At times in my study, 
ROGHUSHRSOHZHUHSRVLWLRQHGµEHWZL[WDQGEHWZHHQ¶DSRLQWRIFKDQJHGXHWR
fluctuating ill-health, when they were unable to manage daily routine. These 
situations were characterised by ambiguity and feeling unsettled. Here, 
increasing impairment and change in circumstances upset the previous 
equilibrium and threatened an ROGHUSHUVRQ¶VLGHQWLW\DVDQindependent 
person. This focused thHROGHUSHRSOH¶Vthoughts towards their ability to stay 
at home and their own mortality. Similar to observations noted in a study by 
Janlov, Hallberg and Petersson (2006) my study provides evidence that older 
people do experience periods of instability and discontinuity that can be 
likened to a liminal state.  
However, for the majority of the frail older people in this study being in a 
liminal state was transient, in contrast to the recent observation by Nicolson 
et al (2012b) that frailty brings with it a persistent state of liminality. My 
findings suggest that, over time, the experience of frailty, as a liminal state, 
becomes a temporary feature in a given life story, more in keeping with the 
observations of Grenier (2006; 2012). Therefore, my findings suggest that the 
experience of frailty and its relationship to liminality is more complex and 
fluid. Furthermore, they support the view that the emotional work of frailty is 
central to understanding the experience of being frail (Grenier 2006; 
Nicholson 2012a).  
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9.4  Health and social care provision - rhetoric and reality 
As illustrated in this study the lives of frail older people were complex, and 
they could be described as having high support needs (Blood and Bamford 
2010; Katz et al 2011). Many were receiving a combination of services from 
statutory health and social care agencies, as well as informal networks, to 
support independent living. These findings offer insights into the way that frail 
older people engage with and are supported by health, and to some extent, 
social care services.  Furthermore, they challenge the policy rhetoric which, 
as Lloyd (2012b) suggested, presents a seemingly uncomplicated view of the 
nature of partnership working between older people with high support needs 
and those who provide care for them.   
Similar to previous studies (Lyttle and Ryan 2010), frail older people in this 
study experienced varying levels of involvement within their care. The 
findings of my study illustrate that the degree to which an older person was 
involved was influenced by their fluctuating ill-health and disability and their 
understanding and expectations, as well as the structure and organisation of 
the services, including attitudes of health and social care staff. This has 
highlighted that it is unrealistic to expect frail older people to be involved in 
their care to the same extent all the time, highlighting the complexities and 
challenges in creating and sustaining partnerships.  
At one level the participation of frail older people in their care was clearly 
evident, although it was enacted in different ways. This was dependent on an 
older SHUVRQ¶VLQGLYLGXDOFLUFXPVWDQFHVDQGFDSDELOLWLHV as well as how care 
was delivered to them by care staff. In this study, participating in care mainly 
involved older people sharing information and opinions with the community 
matron. This contributed to decisions that were made about their care and 
treatments, similar to findings in studies by Wellard et al (2003) and Eldh, 
Ekman and Ehnfors (2006). It also comprised engagement in monitoring 
activities during and outside of the consultation visits. In line with current 
understandings (Ellins and Coulter 2005; Penny and Wellard 2007) 
participating in care also promoted concordance with treatment plans, which 
in turn contributed to independence in daily living. However, where there was 
deterioration in physical and mental health and wellbeing it became more 
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challenging for frail older people to participate in their care, although they 
endeavoured to do so.  
9.4.1 Partnership working and relationships 
The nature of the relationship between frail older people and health and 
social care staff was integral to enabling participation in care. In this study all 
the older people had developed a strong relationship with the community 
matron and this appeared to create a platform for their participation in care 
within the care encounter. This was supported by the interpersonal skills of 
the community matron and the extent to which they were able to adopt an 
approach that demonstrated respect for personhood and dignity as well as 
maintaining an emotional connection (Hubbard, Tester and Downs 2003). 
This resonates with findings from other studies that recognised the advanced 
interpersonal skills that community matrons utilise in providing psychosocial 
support (Savage 2012); in my study they were integral to creating and 
sustaining participation in care.  
However, the findings from my study also illustrate the circumstances where 
relationships negatively influenced participation in care, thus inhibiting 
decision making. Within the case studies I saw isolated examples where I 
concluded that the older person was not treated with dignity and respect. In a 
small number of instances where the relationship between an older person 
and care worker was less established opportunities for identifying the wishes 
of the older person were limited. In this study such experiences were 
sometimes linked with the way that care was organised and have to be 
considered in the context of the wider issues in care meaning that staff are 
often under skilled and poorly paid and have to meet targets set by the 
company employing them (Barrett, Hale and Gauld 2013). However, in the 
context of the ten cases I observed these situations infrequently. It is 
important to acknowledge here that the nature of my study, predominantly 
the recruitment of community matrons, means that at times the lens through 
which I observed the cases may have been more closely aligned with the 
community matrons than other care staff.  
The structured opportunities for interaction and participation were also 
important for the older people in this study in sustaining social well-being, 
building upon a developing body of knowledge that recognises the 
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importance of social interaction for older people who are isolated (Cloutier-
Fisher, Kobayashi and Smith 2011; Katz, Holland and Peace 2013). Here the 
meaningful relationships that were developed with the community matrons 
and the care workers enabled the older people to feel part of a social world 
as well as contributing to feelings of self-worth. The importance of such 
relationships goes some way to explain how a positive sense of self was 
retained in circumstances where care standards were below what was 
expected, similar to findings described by Lloyd et al (2012a).  
9.4.2 Partnership and decision making 
Although participating in care was clearly evident and important for the older 
people, this study illuminates that participation in itself does not constitute 
working in partnership. Respect for autonomy in decision making is 
emphasised as a crucial element of partnership working (Cheek 2003). This 
study highlights how, within the context of a care encounter, a frail older 
SHUVRQ¶VDELOLW\ and desire to exercise autonomy in decision making 
fluctuates. Maintaining autonomy and the right to independent decision 
making was difficult for older people when their functional independence and 
mental health and wellbeing was challenged, particularly in the context of 
transition (Morgan et al 2006). Lack of mental capacity was not an issue in 
this study but clearly will be for some older people and will further influence 
their ability to exercise autonomy (Lloyd 2012). How an older person is 
positioned within a partnership can also affect the extent to which autonomy 
in decision making is achieved.  
7KHVWXG\KDVKLJKOLJKWHGWKHULVNRIµFURVVSXUSRVH¶LQWHUDFWLRQVEHWZHHQ the 
community matrons and carers and the older person, illustrating the tensions 
older people may face when trying to be autonomous and make decisions 
about their own care. Similar to other studies, making decisions regarding 
µULVN\¶EHKDYLRXUVZDVSUREOHmatic, for both the older person and the 
community matrons, and limited the degree of partnership working (Hughes 
and Goldie 2009; Modig et al 2012). In my study, frail older people engaged 
in what the community matrons perceived to be µULVN\EHKDYLRXUV¶Oinked to 
life style choices, mobility and food. Where community matrons took control 
of a situation to minimise the risk they perceived to the frail older person it 
appeared to be influenced by their sense of professional responsibility, as 
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well as the requirement to practice within the context of national and local 
policy protocols. Furthermore, frail older people were often steered towards 
what the community matron thought was the 'right' choice (Lyttle and Ryan 
2010). Cheek (2003) and Ceci and Purkis (2009) have described how the 
home can become a site of professional knowledge and action. In situations 
ZKHUHFURVVSXUSRVHLQWHUDFWLRQVZHUHHYLGHQW,IHOWWKDWWKHROGHUSHUVRQ¶V
home was dominated by professional knowledge and this inhibited the older 
perVRQ¶VGHFLVLRQPDNLQJDELOLW\The irony is that these encounters took 
place within a small time frame in the daily life of the frail older person; for the 
rest of the time the frail older person would make their own decisions and act 
on them, taking appropriate risks for themselves.  
Frail older people were able to reposition themselves and challenge 
decisions made by the community matrons to take charge of a situation. This 
was another way of resisting being defined as incapable and dependent. This 
study illuminates intermittent situations where frail older people were able to 
exercise autonomy indicating that there can be power sharing within the care 
encounter. This is congruent with what Cheek (2003) identified as the 
cornerstone of a sharing and enabling partnership. Conversely, in certain 
situations some frail older people relinquished their ability to engage in 
decision making and invested their trust in the community matrons (Morgan 
et al 2006). In line with Ceci and Purkis (2009) these findings provide further 
evidence that for some frail older people how risk is professionally 
conceptualised and operationalised can lead to the limited choices of 
withdrawal, refusal or imposition of services. These challenges to partnership 
working appeared more prominent during the experience of transition and 
when the older person was experiencing uncertainty or feeling frail.  
9.4.3   Frailty and end-of-life care 
The findings of this study demonstrate that frail older people do think about 
their own mortality in the context of fluctuating ill health and decline. 
However, the older people in this study appeared to be concentrating on 
living rather than dying. Furthermore, they were concerned with where they 
would live and how, particularly when they experienced further losses to their 
independence. Consequently, it was difficult for the community matrons to 
initiate and pursue end of life conversations with frail older people. This study 
235 
 
presents the tensions that working within policy frameworks that separate out 
living from dying brings and in particular it identifies the significance of 
identifying the frail ROGHUSHUVRQ¶VH[SHULHQFHDQGSHUVSHFWLYH/OR\GDQG
Cameron 2005). Consistent with the findings of Nicholson et al (2012b) my 
study reveals how the links between dying and frailty in old age are not clear 
cut, requiring much greater exploration and development. 
9.5 Strengths and limitations of the study 
One of the strengths of this ethnographic study is that it enabled older 
people, generally confined to their home, to express their views and opinions 
about living with ill-health, impairment and frailty. Older people, who would 
otherwise have been invisible, were given the opportunity to contribute to 
understandings of frailty in later life. These older people did not have a high 
profile and as Katz, Holland and Peace (2013) have described, lacked a 
collective voice. I acknowledge that I have interpreted and analysed the 
accounts offered by the participants (Denzin and Lincoln 2012), however I 
endeavoured to use extracts from the data to support my analysis and in this 
way the voice of the older person is retained. Of course what is missing is the 
voice of the older person who is unable to communicate easily, for example, 
those with conditions such as dementia or stroke. A pragmatic decision was 
made at the beginning of the study not to recruit frail older people with severe 
cognitive impairment or communication difficulties. Therefore, these findings 
do not capture their experiences and this can be seen as a limitation of the 
study, although some of the findings will clearly be intensified in light of such 
issues.  
There were methodological challenges to ensuring that older people were 
given the opportunity to express their views, particularly when I interviewed 
them. Given that the aim of the interviews was to encourage older people to 
share their personal views and experiences, it was important to foster a 
relationship that enabled this. I drew upon feminist approaches to in-depth 
interviewing, being aware that the interviews would become a collaborative 
venture, between me and the older person. Feminist approaches to 
interviewing advocate a more reflexive and interactive style, suggesting the 
interview is a reciprocal exchange where it is equally important that the 
researcher expresses feelings and discloses personal information (De Vault 
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and Gross 2012). In expecting the researcher to do the same as the 
participant an attempt is made to shift power away from the researcher; this 
avoids objectifying the participant fostering a non-hierarchical approach and 
respect for personhood (Lewis 2009).  
However, I found that it was difficult to ascertain whether I shared power with 
the older participants to give them some control over what they wanted to talk 
about. At times it felt as though I held the power, because they did not refuse 
to answer any of my questions.  However, on reflection the older participants 
did not always answer the questions that I asked directly. In these situations I 
considered that they had directed the focus of the discussion to one that they 
felt more comfortable with; this to some extent demonstrates that they had 
some control over the content of the interview. I also endeavoured to pick up 
non-verbal cues which indicated that an older participant may not wish to 
pursue a topic, but the fact that they were experiencing major disruption 
meant that this was sometimes easier said than done, highlighting the 
challenges in conducting such interviews.   
This study aimed to explore how experiences of frailty changed overtime, 
therefore the longitudinal approach to data collection was used to capture 
important aspects of change for most participants. In this study most 
participants were followed up for a minimum of six months. This is in contrast 
to previous studies where time frames of 17 months were considered 
insufficient to capture changes in how frailty was experienced over time 
(Nicholson et al 2012a). However, in the present study the time frame was 
enhanced by the use of ethnographic methods of data collection. Data was 
drawn from multiple sources enabling the individual experience and the 
context to be richly described further enhancing the capture of experience 
over time. However, caution is required when considering the transferability 
of the findings.  First, the sample size was relatively small in this study 
although in the context of ethnography I was concerned with information 
richness and exploring ideas from the data which illuminated the inGLYLGXDO¶V
perspective in the context of wider factors (Hammersley and Atkinson 2007; 
Hardin and Clark 2012). Furthermore, great attention was given to 
establishing the trustworthiness of the findings through researcher reflexivity, 
and methods for ensuring rigour which have been addressed throughout the 
thesis.  
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Older people were recruited to the study through the community matron 
teams and therefore I did not capture the experience of frail older people who 
were not in receipt of these services; this is a further limitation of the study. 
The community matrons were asked to select participants using a number of 
FULWHULDRQHRIZKLFKLQFOXGHGWKHTXHVWLRQµGR\RXWKLQNWKLVROGHUSHUVRQLV
IUDLO"¶ On reflection, a frailty scale, such as that developed by Rolfson et al 
(2006), could have been used although this would have meant asking the 
community matrons to apply this to their patients in the context of a busy 
workload. This may have influenced their decision to take part in the study. 
This does limit the findings to some degree but captures the complexity 
inherent in contemplating frailty. Using an operational definition that was 
clinically operationalised by the community matron did allow for a wider multi-
factorial understanding of frailty to emerge.  
The study also had limitations with regard to the mix of the participants. One 
of the aims of this study was to capture a diverse range of experiences and I 
had intended to recruit older people taking into account their age, gender, 
cultural and social background. However, the small sample recruited was 
white, from the UK and predominantly from a working class background 
therefore caution is required when considering these findings. Also, all these 
older people were keen to be involved in the study and therefore could 
represent a group of people who were keen to share their stories and 
experiences. Therefore, I acknowledge that this study excludes older people 
who did not wish to share their experience in this way, thus limiting the 
findings.  
At the outset of the study I had intended to recruit family carers and 
significant others to take part in interviews, to further illuminate the 
experience of frailty in older people. Clearly, informal and formal care 
networks were integral to the support of the older person at home. However, 
few agreed to be formally interviewed as part of the research and therefore 
the carers remained in the background, limiting the understanding of the 
IDFWRUVWKDWLQIOXHQFHDQROGHUSHUVRQ¶VH[SHULHQFHRIIUDLOW\ 
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9.6  Contribution to scholarship and the body of knowledge 
relating to frailty 
Although there are limitations to this study, as acknowledged and discussed 
in the previous section, I suggest that the substantive findings of this thesis 
make an original contribution to the growing knowledge base of frailty in later 
life in three main areas. These relate to frailty and transitions in health and 
LOOQHVVWKHH[SHULHQFHRIIUDLOW\DVDSHUVLVWHQWµOLPLQDO¶VWDWHDQGKRZ
interactions with health and social care staff shape the experience of frailty.  
First, my study has revealed new insights into the interrelationship between 
frailty and transitions in health and illness. To the best of my knowledge this 
is the first study to present empirical findings that challenge the current 
understandings of how frail older people with complex problems experience 
transitions in health and illness. Existing literature has focused on transitions 
in health and illness as single, marked events (Godfrey 2008). Findings from 
this study reveal that for many frail older people with complex problems, 
transitions in health and illness are enduring and complex, where sudden on-
set of events and general decline frequently intersect. The constant and 
embedded nature of the transitions in health and illness influence how a frail 
older person manages and adjusts their daily living routines. This is 
complicated further when multiple transitions occur, such as movement 
across care boundaries and bereavement. The findings suggest that frail 
older people demonstrate resilience in the face of complex transitions in 
health and illness. Here resilience was multi-dimensional, combining 
personality traits, personal experience, social and contextual factors. 
Therefore, this study adds to the framework for considering the relationship 
between frailty, transitions in health and illness and resilience and the 
consequences for daily living and subsequent health and social care support.  
Second, my findings offer an alternative perspective to published work that 
has illuminated how frailty brings with it a persistent state of liminality 
(Nicholson 2012b). On the basis of the analysis of the data collected in this 
study I have argued that frailty as a liminal state is a temporary feature in the 
context of transitions in health and illness. Furthermore, findings from this 
study concern how frail older people, in the context of transitions in health 
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and illness, experience such temporary moments of liminality as uncertainty 
and feeling frail. In previous work the experience of feeling frail has not been 
linked to physical impairment (Grenier 2006), whereas in my study feeling 
frail was often linked to disability and impairment. 
Third, I have identified no studies that have examined how frail older people, 
living at home, interact with health and social care professionals in the 
context of clinical encounters. Thus, as far as I know this is the first study to 
present findings based on the direct observations of such encounters, in 
particular how they are both shaped by, and contribute to, frailty. The study 
findings have the potential to contribute to enabling partnership working 
between frail older people and those who provide care. I have argued that 
these findings challenge the rhetoric of partnership working with frail older 
people. There is a tendency to underestimate the ability of frail older people 
to participate in their care. In many circumstances frail older people can 
exercise autonomy and make decisions that are relevant to their own 
situation. However, the findings from this study suggest that it is difficult for 
frail older people to be constantly engaged as an active partner in their care, 
and nor is it constantly desirable.  I would argue that the contextualised and 
fluid nature of partnership working needs to be reflected in policy and 
practice.  
9.7 Study implications 
Findings from this study raise a number of implications for clinical practice 
and health and social care policy.  
These findings contribute to the body of knowledge that health and social 
professionals, particularly nurses, require when engaging in supportive care 
for frail older people. In doing so they also enhance the models of care that 
are currently being developed for frail older people with complex health 
problems in health and social care practice (Coulter, Roberts and Dixon 
2013; NHS England 2014a). A key remit of such models and guidance is to 
develop a more focused approach to personalised care planning, with the 
DLPRIHQVXULQJWKDWDQROGHUSHUVRQ¶VYDOXHVDQGFRQFHUQVVKDSHWKHZD\
they are supported to manage their health and wellbeing. This also includes 
a shift towards care that is co-ordinated around the full range of an 
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LQGLYLGXDO¶VQHHGVUDWKHUWKDQDGLVHDVHEDVHGIRFXVDVZHOODVHQDEOLQJ
older people to work collaboratively with health and social care professionals 
to support effective self-management, including that of complex problems.  
My study illuminates the personal and lived experience of frailty and therefore 
contributes to the body of knowledge that is required to engage in 
personalised care planning with frail older people.  In particular, health and 
social care staff must develop an understanding of the complex patterns and 
enduring nature of transitions in health and illness that frail older people can 
experience. It is also important that health and social care staff understand 
how frail older people attempt to manage and make sense of the disruption 
that occurs in order to maintain continuity of self, so that they can be 
supported to sustain daily routines and manage their health and wellbeing. 
Furthermore, the resilience that frail older people draw upon must be 
acknowledged. This involves developing an awareness of the importance 
that frail older people attach to maintaining daily routines and how they make 
sense of and attach meaning to the disruption and changes experienced.  
Thus, health and social care staff must enable older people to express their 
experience of transitions in health and illness. This could enable a more 
proactive approach to the care of frail older people, rather than a reactive 
approach to ill-health and decline. To do this the current emphasis placed on 
the burden of frailty needs to be balanced by a greater focus on the capacity 
of frail older people in conducting their daily lives.  
My findings have identified that frail older people are not always able to 
articulate their concerns, or make sense of what is happening to them. In 
WKHVHFLUFXPVWDQFHVLWEHFRPHVGLIILFXOWWRLGHQWLI\WKHIUDLOROGHUSHUVRQ¶V
perspective, particularly in relation to the meaning that they attribute to a 
changing situation; therefore the opportunities to adopt a personalised 
approach to assessment and care planning can be lost. There are a number 
of implications for clinical practice here. I suggest that there is real 
therapeutic potential in exploring the emotional experiences linked to a frail 
ROGHUSHUVRQ¶VLQWHUSUHWDWLRQRIHYHQWVZKHQWKH\VWDWHWKH\IHHOIUDLORU
appear to be living with uncertainty. Here I suggest that there is scope to 
develop clinical practice, specifically nursing, in relation to advanced 
communication skills and interventions that will enable the expressions and 
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identification of the emotional requirements of frail older people. This will 
further enhance the engagement of frail older people in their care, a key 
element that underpins personalised care planning (Coulter, Roberts and 
Dixon 2013; NHS England 2014a). Taking all these factors into account, an 
approach to care that establishes and values the meaning that a frail older 
person ascribes to their ill-health must be more widely adopted in main 
stream health and social provision.  
Working within a partnership model of care is considered to be fundamental 
to personalised care planning for frail older people (Coulter, Roberts and 
Dixon 2013; NHS England 2014a). Specifically, a partnership approach is 
considered to support shared decision making around support needs, goals 
and interventions. My study offers some useful insights into the nature of 
partnership working with frail older people and health and social care staff. 
They challenge the assumption that there is a shared understanding of what 
partnership working means and subsequently entails for both parties. These 
insights have the potential to contribute to future policy guidance relating to 
partnership working with frail older people, in particular the nature of the roles 
required to facilitate partnership.    
 
First, my study shows that the ability of frail older people to make decisions 
about their care fluctuates; maintaining autonomy and the right to 
independent decision making is difficult in the context of complex transitions 
in health and illness. The findings have highlighted that it is unrealistic to 
expect frail older people to be involved in their care to the same extent all the 
time. Therefore, policy guidance regarding partnership working needs to 
reflect the dynamic and fluid nature of partnerships when older people are 
experiencing complex transitions in their health and illness. Partnership 
working needs to be considered as a continuum from participation to 
collaborative practice and this approach needs to be reflected in policy 
guidance. 
Second, the findings have illustrated how a focus on clinical and medical 
assessment, including risk, can inhibit partnership working leading to some of 
the wider care requirements of frail older people not being addressed. This is 
particularly the case in those moments when an older person is feeling frail or 
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experiencing uncertainty. Findings from this study would suggest that there is 
the potential to enable older people to have greater participation in decisions 
regarding their care. This is particularly true in areas relating to managing risk 
to personal safety, where, in spite of good intentions of the health and social 
care professionals involved, they have often been excluded. Health and 
social care professionals need to be able to recognise situations that lead to 
conflict so that supportive negotiation can take place and appropriate 
solutions identified. In light of this, an awareness of their own practice needs 
to be developed and how their actions and behaviours can positively or 
QHJDWLYHO\LQIOXHQFHDQROGHUSHUVRQ¶VDXWRQRP\DQGGLJQLW\ 
However, there are wider implications for considering the approach to 
partnership working and service delivery for frail older people, particularly the 
development of specialist roles. Case management is still being promoted as 
an appropriate model of care for working with frail older people (NHS 
England 2014a). In light of this study, the case management role has the 
potential to provide support that links the physical, social and psychological 
requirements of a frail older person with complex health problems. The 
findings have identified a number of ways in which community matrons, as 
case managers, worked positively with frail older with complex health needs. 
In particular, the community matrons worked with frail older people in a way 
that maintained respect for personhood and dignity and in some instances 
shared decision making was evident, elements that Bridges et al (2009) 
identified as best practice for older people. In particular they were able to 
provide psychosocial support as well as acting as an advocate in the context 
of working with other agencies.  
 
However, the findings also identified constraints to partnership working within 
the role, where the focus on clinical and risk assessment prevented 
partnership working with frail older people, specifically a personalised 
approach to care. Community matrons as case managers are already 
functioning as advanced practitioners. However, in relation to working with 
frail older people the role needs developing to include the knowledge and 
skill base required to care for frail older people, for example, a person and 
relationship centred approach, comprehensive geriatric assessment. This is 
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in line with the development of advanced practice skills for frail older people 
in hospital (Goldberg, Cooper and Russell 2014). In particular, there is scope 
to expand the role further in conjunction with developing approaches and 
models of care for older people (NMC 2009; Bridges et al 2009; Katz 2011). 
For example, Katz et al (2011) created a model that puts the older person at 
the centre and distinguishes between the things that older people want and 
value and the factors that hinder or help them to access these things.  
 
Furthermore, it focuses attention on what can be done differently to help 
older people with high support needs achieve and retain the things they value 
in life, rather than simply assuming that their individual social and/or medical 
conditions will inevitably place many experiences out of reach. As Branfield 
DQG%HUHVIRUGVXJJHVWHGLPSURYLQJIUDLOROGHUSHRSOH¶VTXDOLW\RIOLIHLV
not just about re-designing services, but focusing on what works and in which 
situations. Working with frail older people with high support needs in any 
setting requires a broad set of skills and these can be developed within the 
context of the case management role further.  
Any expansion of this model of service delivery will have financial 
implications (NHS England 2014b). However, the role of community matrons, 
as case managers, is well established. Therefore any additional costs are 
likely to be restricted to the development of educational programmes and 
targeted clinical interventions, such as the application of comprehensive 
geriatric assessment frameworks.  Also, major drivers and incentives are 
currently being put into place to bring the management of frailty to the 
forefront of clinical practice (NHS England 2014a). Commissioners of 
services are being encouraged to make focused use of the Better Care Fund 
in transforming the care of frail older people and developing the role of the 
community matron could be part of this remit. 
9.8 Recommendations  
Overall, I achieved the study aim and have examined how older people with 
complex problems experienced and made sense of frailty, thus contributing 
to the knowledge base pertaining to the personal experience of frailty. 
Through exploring the implications of the findings further questions and 
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opportunities have been raised in relation to practice, education and 
research. My recommendations are as follows: 
Clinical practice 
x Frail older people experience complex transitions in health and 
illness. In the context of personalised care planning (NHS England 
2014a) it is important that health and social care professionals 
understand how frail older people make sense of such transitions, 
in particular how resilience is affected. Information regarding 
personal experiences will ensure that frail older people are 
effectively supported to manage their ill-health and well-being and 
continue to engage in daily living.  There are situations when it is 
difficult for the frail older person to articulate their experience 
especially when they are feeling frail or uncertain.  Consequently, it 
would be useful to develop focused interventions on the emotional 
requirements of frail older people in the context of transitions in 
KHDOWKDQGLOOQHVVIRUH[DPSOHWKHµHPRWLRQDOWRXFK¶WHchnique 
(Dewar et al 2009). This would contribute to personalised care 
planning.  
 
Education 
x The study findings have raised many implications for the development 
of the knowledge base that health and social care staff require in 
providing supportive and person-centred care for frail older people, 
including how frail older people experience complex transitions in 
health and illness, how older people respond emotionally to the 
experience of frailty and how partnership working is influenced by the 
experience of frailty. Clearly, there is scope to contribute to 
undergraduate and post-graduate curriculum development across a 
range of courses for nursing and allied health and social care 
professionals.  In doing so the knowledge, skills and attitudes required 
in caring for frail older people will be enhanced. However, I 
acknowledge that many frail older pHRSOH¶VVHUYLFHVDUHSURYLGHGE\
unqualified health and social care assistants therefore it is also 
important to influence the development of curricula in colleges of 
further education.  
Policy 
x Recent policy directives and guidance emphasise the need for getting 
services right for older people living with frailty (House of Lords 2013; 
NHS England 2014a). Clinical examples of how models of care can be 
implemented for frail older people are embryonic and currently tend to 
be focused on the needs of acute hospital patients, for example, the 
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emergence of frailty units and the development of hospital-based 
advanced practitioner roles. Whilst these are clearly important, 
concurrent developments need to occur to ensure that comprehensive 
and co-ordinated services are being delivered across all health and 
social care services, including those delivered within the voluntary 
sector. I recommend that the case management role, currently 
delivered by community matrons, is developed and expanded to 
reflect the flexible and person centred approach that is required when 
working with frail older people. Policy guidance needs to reflect a less 
rigid approach to clinical assessment in the context of frailty. 
Developing the existing case management service in this way would 
help resource and embed service redesign. 
Research 
x The personal experience of frailty is under explored. This research 
focused on frail older people from mainly white British backgrounds. 
Subsequently, to reflect diversity of experience further research is 
needed to investigate the experience of frailty of older people from 
other cultural backgrounds and more specifically those with 
communication difficulties, including dementia and stroke. 
x Since the start of my study policy guidance has increasingly focused 
on identifying individual levels of frailty so that appropriate pathways of 
care and interventions can be organised according to need.  There is 
a range of frailty screening and assessment tools available to use. 
However, at this stage it is important to ensure that within these tools 
the personal experience of frailty is not overlooked. At the moment this 
appears to be limited to cognitive experience relating to mood (Rolfson 
et al 2006). Therefore it would be useful to devise mixed methods 
studies to investigate the relationship between the use of formal frailty 
assessment scales and the personal experience of frailty. 
 
9.9 Conclusion 
The aim of this thesis was to develop an understanding of frailty in later life. 
The original impetus behind this empirical study came from a professional 
and personal interest in developing an understanding of the personal 
experience of frailty. This was in the midst of an expanding knowledge base 
with a predominant focus on frailty from a bio-medical and functional 
perspective. In doing so, my intention was to contribute to the developing 
body of knowledge around the personal experience of frailty in later life, in 
order to enhance the care of frail older people. Adopting a prospective, 
longitudinal, ethnographic case study design I endeavoured to undertake a 
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focused and intensive analysis of how of an older person with complex 
problems experienced and made sense of frailty in their daily life.  
After two and a half years of fieldwork the study findings illustrate a complex 
picture. Frail older people work hard to craft and sustain daily routines in the 
context of complicated and enduring transitions in health and illness. 
Maintaining independence, dignity and continuity of personhood provide a 
counterpoint to becoming, or being seen as, frail. In doing so frail older 
people present a determination to fiercely resist dependence and in doing so 
the importance of maintaining personal autonomy comes to the fore. It is 
through exploring such expressions in the context of daily life that the notion 
of resilience emerges as a contributing factor to how older people reject the 
idea of being frail. In this study frail older people experienced episodic 
moments of frailty in their daily lives, which were often articulated as 
uncertainty, where daily living became precarious and resilience was 
threatened; akin to a temporary period of liminality. These findings raised 
implications for clinical practice, education and research. 
It is this backdrop against which community matrons attempt to work in 
partnership with frail older people. Frail older people are involved in decisions 
about their own care but this involvement is influenced by their fluctuating ill-
health and disability, their understanding and expectations, as well as the 
structure and organisation of the services, including attitudes of health and 
social care staff. Thus, it is unrealistic to expect frail older people to be 
involved in their care to the same extent all the time, highlighting the 
complexities and challenges faced in enabling partnership working. Frail 
older people can and do develop strong relationships with community 
matrons and this appears to create a platform for their participation in care 
within the care encounter. However, the role of case management in working 
with frail older people with complex problems work is framed by a policy of 
clinical and risk assessment. Therefore at times, assumptions underpinning 
WKHODEHORIIUDLOW\FDQEHDWRGGVZLWKWKHIUDLOROGHUSHUVRQ¶VH[SHULHQFH$V
a result, the situations where frail older people experience uncertainty and 
feel frail are often overlooked. These competing demands have implications 
for policy development and need to be considered by policy makers, 
commissioners and providers of community services and practitioners alike. 
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Only then can effective supportive care services be delivered to frail older 
people. 
When I embarked upon this study seven years ago I had no idea of the 
journey of discovery that I would undertake. At the outset I had already 
begun to question the nature of frailty in my own area of clinical practice and 
in relation to my own personal life. My own thoughts regarding frailty have 
moved on. I have had the privilege to meet ten older people whose capacity 
for engaging with life constantly amazed me, even in the most difficult and 
taxing circumstances. The work of exploring the personal experience of frailty 
must continue in order to develop a comprehensive approach to working with 
frail older people in later life.   
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Appendix 1  Community Matron Information Sheet 
 
 
Please quote ref no:  
 
Research Participant Information Sheet: Community Matron Version 2: April 2008 
 
Study Title: A study to explore how older adults experience old age  
 
Researcher: Julie Skilbeck 
 
I would like to invite you to take part in a research study. Before you decide you need to 
understand why the research is being done and what it would involve for you. Please take 
time to read the following information carefully. Talk to others about the study if you wish. 
Ask me if there is anything that is not clear or if you would like more information. Take time 
to decide whether or not you wish to take part. Part 1 tells you the purpose of this study 
and what will happen to you if you take part. Part 2 gives you more detailed information 
about the conduct of the study. 
 
Thank you for reading this. 
 
What is the purpose of the study? 
I am interested in exploring how people, aged 75 and over, with health problems living at 
home think and talk about the experience of getting older. Also, I would like to find out 
more about how community matrons carry out their work with older people. I hope that 
the study will provide information about the experience of growing older. This will help to 
identify the types of help that older people require to help them manage at home, as well 
as the training requirements for care staff who work with older people. 
 
Why have I been invited? 
You are a community matron who works with older adults aged 75 and over. Would you be 
able to help me by answering some questions about the experience of caring for an older 
person? I hope to contact between 10 and 14 older people, and their community matrons, 
for my study. 
 
Do I have to take part? 
No, your taking part is voluntary. It is up to you to decide. I will describe the study and go 
through this information sheet with you. I will then ask you to sign a consent form to show 
you have agreed to take part. You are free to withdraw at any time, without giving a 
reason. This would not affect your work situation in any way.  
 
What will be involved if we agree to take part in the study? 
You will be asked if I can observe what happens when you visit and provide care for an 
older person in their own home. If you agree I would like to work with you whilst you visit 
the same client once a month for 6 months. You will also be asked to take part in 2 short 
interviews. In the interviews you will be asked questions about your work with the older 
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person. Each interview should last no longer than half an hour. The visits and the interviews 
will be recorded on a minidisk recorder with your permission.  
 
Will anyone else be involved in the study? 
I will be asking one of your clients and their family members if they would like to take part 
in the study.  
What are the possible risks of taking part? 
For some carers certain questions could raise issues about the experience of growing older 
that might be upsetting for them. I am an experienced nurse researcher and am able to talk 
to people in these types of situation. I will be aware of sensitive or difficult issues that you 
may experience. Support would be available following the research interview if required.  
 
You may feel that there will be the opportunity for criticisms to be made about your work. 
The researcher will not intend to be critical of your work and notes taken during the period 
of the observations will be available at your request. I will discuss any concerns that you 
may have should they arise. However, should you reveal practice that may be harmful to 
the older person this will be managed according you to your work code of conduct. Where 
appropriate, therefore, confidentiality may have to be breached in the public interest.  
 
What are the possible benefits of taking part?  
The information that we get from the study will help me gain knowledge about the 
experiences of being an older person with health problems, as well as how community 
matrons work with older people. I cannot promise the study will help you but the 
information I get from this study may help develop future services. 
 
What if there is a problem? 
Any complaint about the way you have been dealt with during the study or any possible 
harm you might suffer will be addressed. If you have any concerns or other questions about 
this study or the way it has been carried out, you should contact Julie Skilbeck on 0114 
2255613, or you may contact the University of Nottingham complaints department. The 
detailed information on this is given in Part 2.  
 
Will my taking part in this study be kept confidential? 
Yes. We will follow ethical and legal practice and all information about you will be handled 
in confidence. The details are included in Part 2.  
If the information in Part 1 has interested you and you are considering participation, please 
read the additional information in Part 2 before making any decision.  
 
Part 2 
 
tŚĂƚǁŝůůŚĂƉƉĞŶŝĨ/ĚŽŶ ?ƚǁĂŶƚƚŽĐĂƌƌǇŽŶǁŝƚŚƚŚĞƐƚƵĚǇ ? 
You are free to withdraw from the study at anytime. Any information that has been 
collected during the time that you gave consent to be in the study will be used to write a 
report. 
 
What if there is a problem? 
If you have a concern about any aspect of this study you should ask to speak to Julie 
Skilbeck (Chief Investigator) or Professor Jane Seymour (Research Supervisor); contact 
details for both are below. If you wish to complain, or have any concerns about any aspect 
of the way you have been approached or treated during the study, the (name) complaints 
procedures should be available to you. This does not affect your right to legal action in the 
unlikely event that such a situation should arise.  
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Will my taking part in the study be kept confidential? 
All information that is collected about you during the study will be kept strictly confidential. 
The only people to see that information will be myself and my research supervisors. Any 
information about you will have your name and address removed so that you cannot be 
recognised from it. You will be allocated a study number, which will be given by myself and 
held at my place of work, in a locked cabinet, during and after the study as a record. All 
data held on computer will be password protected, and all minidisks will be destroyed 
following transcription. Transcriptions will be kept until the end of the study and then 
destroyed. 
 
What will happen to the results of the research study? 
The findings from the study will be written up as a thesis and kept in the library at the 
University of Nottingham. Some of the study findings will be written up as an article which 
will appear in an academic journal, or as a conference presentation. All the information you 
give will be strictly confidential and it will be impossible to identify you in the report. I will 
provide you with a summary of your own input, and invite you to make comment before I 
write the final report. 
 
Who is organising and funding the research? 
The study is being undertaken as part of a course of study (part-time) leading to the award 
of a PhD at the University of Nottingham. The study is funded by the University of 
Nottingham.     
  
Who has reviewed the study? 
All research in the NHS and Social Services is looked at by an independent group of people, 
called a Research Ethics Committee, to protect your safety, rights, wellbeing and dignity. 
This study has been reviewed and given favourable opinion by North Sheffield Research 
Ethics Committee.  
 
What if I have other concerns? 
If you have a concern about any aspect of this study you should ask to speak to Julie 
Skilbeck (Chief Investigator) or Professor Jane Seymour (Research Supervisor), contact 
details for both are below. If you have any complaints about the way the researcher carries 
out the study, you may contact (who is the person at Nottingham?) 
 
Thank you for taking the time to read the information sheet. 
 
Contact details 
 
Julie Skilbeck 
Sheffield Hallam University 
Q103 Parkholme 
30 Collegiate Crescent 
Sheffield S1 1WB 
Tel: 0114 2252203 
 Professor Jane Seymour 
Sue Ryder Centre for Palliative and End of Life Studies 
B Floor, Medical School 
Queens Medical Centre 
Nottingham NG7 2UH 
Tel: 0115 8230890 
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Appendix 3  Ethics Approval 
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Appendix 4  Older person information sheet 
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Appendix 5  Older person consent form 
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Appendix 6 Community Matron Consent Form 
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Appendix 7  Family Member Information Sheet 
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Appendix 8  Family Member Consent Form 
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Appendix 9 Interview Themes for the Older Adult: Version 1 
October 2007 
  
1. Life story in relation to the current situation, therefore opening question 
will be:  
x Could you tell me something about yourself? 
 
2. Insight into their daily experiences:  
x Could you describe to me a typical day?  
x What makes daily life difficult for you at this moment and why?  
x What impact do these difficulties have on your daily life? 
x What makes daily life a positive experience for you at the moment 
and why?  
x How do you try to resolve the difficulties or maintain the positive 
times? 
 
3. Family/Health and social care support: 
x Who is involved in helping you with aspects of your daily life and 
why? 
x How did these agencies/individuals become involved in your daily 
lives? 
x How does the involvement impact on your daily life? 
x How do you feel about the problem/help with the problem? 
x What are other peoples attitudes towards your problems? 
 
4. What is understooGE\µIUDLOW\¶ 
x :KDWGR\RXXQGHUVWDQGE\WKHWHUPµIUDLO¶" 
x If you had to describe an older person as frail what would that 
description include? 
x In your opinion what has influenced your description of frailty? 
x In considering this description would you consider yourself to be 
frail? 
As the study progresses the interview themes will develop according to data 
collection, especially data collected during periods of observation and the 
diaries. 
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Appendix 10 Interview themes for the community matron: Version 
1 October 2007   
 
1. Establish their relationship with older the person: 
x +RZORQJKDYH\RXEHHQZRUNLQJZLWK«" 
x +RZGLG\RXEHFRPHLQYROYHGLQSURYLGLQJFDUHWR«" 
 
2. Insight into their daily work:  
x &RXOG\RXGHVFULEHWRPHDW\SLFDOGD\ZRUNLQJZLWK«" 
x What GRHVZRUNLQJZLWK«LQYROYH" 
x $UHWKHUHDQ\SUREOHPVZRUNLQJZLWK«DWWKHPRPHQW" 
x :KDWDUHWKHJRRGWKLQJVDERXWZRUNLQJZLWK«DWWKHPRPHQW" 
x :KDWGLIIHUHQFHWR«GDLO\OLIHGR\RXWKLQNWKDW\RXPDNH" 
x How do you find working with older people generally? 
 
3. :KDWLVXQGHUVWRRGE\µIUDLOW\¶ 
x :KDWGR\RXXQGHUVWDQGE\WKHWHUPµIUDLO¶" 
x If you had to describe an older person as frail what would that 
description include? 
x In your opinion what has influenced your description of frailty? 
x In considering this description would you consider the person you 
are caring for to be frail? 
As the study progresses the interview themes will develop according to data 
collection, especially data collected during periods of observation and the 
diaries. 
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Appendix 11 Interview Themes for nominated significant other: 
Version 1 October 2007  
1. Life story in relation to the current situation, therefore opening question 
will be:  
x :KDWLV\RXUUHODWLRQVKLSWR«" 
x When did your relative first receive home care? 
x What was the reason for this? 
x How did these agencies/individuals become involved in their daily 
life? 
x How important is the support received by the paid carer? 
 
2. Family support: 
x +RZGR\RXKHOSVXSSRUW«ZLWKWKHLUGDLO\OLIH" 
x How does this involvement impact on your daily life? 
x :KDWDUHWKHJRRGWKLQJVDERXWVXSSRUWLQJ«" 
x :KDWDUHWKHGLIILFXOWLHVLQVXSSRUWLQJ«" 
 
3. :KDWLVXQGHUVWRRGE\µIUDLOW\¶ 
x :KDWGR\RXXQGHUVWDQGE\WKHWHUPµIUDLO¶" 
x If you had to describe an older person as frail what would that 
description include? 
x In your opinion what has influenced your description of frailty? 
x In considering this description would you consider your relative to 
be frail? 
As the study progresses the interview themes will develop according to data 
collection, especially data collected during periods of observation and the 
diaries. 
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Appendix 12 Extracts from the re-storyed account of Case 4 
I was first introduced to older participant 4 as I accompanied her Community 
Matron (CM) on some routine visits to patients. Prior to the visit I had 
discussed the inclusion criteria with the CM and established that this patient 
may be suitable for inclusion within the study: she was aged over 75, lived 
alone, received support from a private carer and the CM considered her to be 
frail.  
7KHYLVLWWRRNSODFHDWDPIRUPLQXWHV2QDUULYDODWWKHSDWLHQW¶VKRXVH
I was introduced as a nursing colleague who was undertaking some research 
into the health of older people. On seeing Grace I felt that she would be 
suitable, and recorded my first impressions in my field notes: 
She was sitting on the settee and was neatly dressed in a 
matching velour track suit top and jogging bottoms. She was 
a tall woman with a slight frame; I thought she looked 
extremely thin and underweight. She had white hair; her facial 
skin was olive in tone and dark, although underlying this she 
ORRNHG SDOH 6KH ORRNHG DV LI VKH ZRXOG µEUHDN¶ DQG P\
immediate thoughts were that she appeared frail! During that 
visit the CM asked Grace to stand up so that she could 
assess the skin condition on her bottom. She found it difficult 
to get up from the settee without assistance. When some of 
her clothing was removed I noted that she there was no extra 
fat on her body and that her bones were prominent. 
The CM had already told Grace at the previous visit that I would be 
accompanying her on this visit and Grace remembered; she seemed at ease 
with my presence. I sat on a chair which was on the other side of the room to 
the settee whilst the CM chatted to Grace about how she had been that 
week. When the opportunity arose to discuss my study and her possible 
inclusion I sat on the settee next to her. I re-introduced myself as a student 
undertaking research into older people with health problems and outlined the 
study and what her involvement would be. I then informed her that I would 
leave her the information sheet so that she could have a look at it in her own 
time and discuss it with a family member should she wish to. Grace 
expressed an interest in the study and said that she would discuss it with her 
son and daughter-in-law that week. We agreed that she would let the CM 
know whether she was happy to participate and if she was I would 
accompany the CM on the next visit to obtain consent and commence the 
study. I was contacted by the CM two weeks later to say that Grace wanted 
to take part in the study and we agreed that I would accompany her when 
she visited Grace the next day. 
293 
 
Biographical and medical information 
Grace was in her mid-eighties and lived on her own in a council owned 1 
bedroom upstairs flat. Grace had one married son who lived locally. She paid 
for a private carer for two hours twice a week; this person was responsible for 
assisting Grace to visit the local post office to collect her pension, and other 
RXWGRRUDFWLYLWLHV*UDFH¶VSDVWPHGLFDOKLVWRU\LQFOXGHG$VWKPD7\SH,,
diabetes ± diet controlled; Stroke and angina.  
Grace had been referred to the CM by the Community Nursing Team (CNT) 
on a month earlier. She had been receiving visits by the CNT and was having 
her legs dressed as they were swollen and leaking. The CNT had felt that 
*UDFH¶VFDUHUHTXLUHGFDVHPDQDJHPHQWZKLFKKDGSURPSWHGthe referral. 
The CM recalls the referral: 
µ6KHKDGEHHQUHIHUUHGWRPHE\WKH'istrict Nurses (DN); the DNs had 
been going in, she had had a spell in hospital, she had had a fall. The 
DNs had been going in to see to her legs, they were quite oedematous 
her legs and they asked me to get involved from that point of view. She 
had Diabetes and a bit of Heart Failure. So it was earlier last year when 
I first started VHHLQJKHULWZDVQ¶WYHU\ORQJreally to go in and do some 
long term planning reviews and giving her support (Interview with CM). 
At the point of referral Grace had been concerned about her mobility since 
the stroke, as were the family. The first contact assessment by the CM was 
undertaken on the 16 days after referral; the following extract was recorded 
in the notes by the CM that, 
*UDFHLVXQVWHDG\XVLQJIXUQLWXUHWRPRELOLVHDURXQGWKHIODW«VKHVD\V
she is unable to use walking aids due to the loss of power in her hands. 
This prompted a referral to the Community Physiotherapy team for mobility 
assessment. Other current problems included: pain from arthritis; 
oedematous and leaking legs; weight loss; urinary incontinence; toe callus 
and problem with feet generally. Her clinical observations were recorded as 
BP 100/60; Oxygen saturations 98%; weight 37.7kgs.The CM summed up 
the main issues at that time: 
µ7KHIDFWWKDWVKHOLYHGRQKHURZQVKH¶GJRWVRPHIDPLO\VXSSRUWVKH
ZHUHQ¶WKDYLQJDQ\FDUHFRPSDQ\EXWWKHIDPLO\ZHUHSD\LQJDFDUHU
that was visiting Grace a couple of times a week that was doing other 
things like taking her shopping and things like that, not just getting her 
her meals because at that time she was able to get her own meals most 
of the time. I was a bit concerned about the stairs up to the flat, but 
other than that I think she managed quite welO¶(1st interview CM). 
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She had also noted that in her opinion she was frail at that time: 
µ:HOOVKHZDVYHU\WKLQDQGVKH¶GKDGIDOOVDVZHOODQGVKHREYLRXVO\
needed walNLQJDLGVDQGKHUDJHREYLRXVO\¶(1st interview CM).. 
The next visit is 3 weeks later; this is the first visit that I made to Grace to 
start the process of recruitment. My contact with Grace is right at the 
beginning of her relationship with the CM ± although I got the impression that 
the CM had known Grace for a long time; I think this was a result of the way 
that the CM engaged with Grace at the beginning of the relationship (person 
centred care).  
1st observation of care visit 
2QDUULYDODW*UDFH¶VIODWZHHQWHUXVLQJWKHNH\VDIHIDFLOLW\7KH&0FDOOV
hello to Grace as we are climbing the stairs to the first floor. Grace was in the 
living room sitting on the settee holding a pot of medicine. She immediately 
said that, 
 µ6KHZDVJODGWRVHHWKH&0DVVKHKDGEHHQKDYLQJDEDGZHHN¶  
and went on to say that she was concerned about her sore bottom as she 
had been going to the toilet all the time after putting the cream on, and also 
that she had kept dropping things in the kitchen. After greeting Grace the CM 
sits down on the chair next to the television; from this position she is unable 
to give Grace eye contact; once she put her bag down and gets Grace¶V
notes from the unit she turns to face Grace. 
I had negotiated with the CM at the health centre that I would gain consent 
before commencing the consultation. As Grace had raised some concerns so 
soon on arrival I was conscious that I did not want to take up too much time 
obtaining consent; although I need to make sure that Grace had understood 
what the process of the study would entail for her. I felt uncomfortable about 
this. I sat on the settee next to her and asked about her thoughts about the 
study. Grace made it clear that she had read the information sheet and 
discussed it with her family and that she was happy to take part in the study. I 
asked her if there were any questions that she wanted to ask and she said 
no. I handed her the consent form to sign, however she asked if I would go 
through each point. After doing this I asked her if she would be able to sign 
the consent form; she said that she had difficulty writing due to her arthritis 
and would I sign the boxes for her; I ticked them after she had agreed a 
statement. I then rested the form on my observation book and although 
shaky she was able to write her signature. I was careful throughout this 
process to reinforce that her participation was entirely voluntary and that 
even though she agreed now she could withdraw from the study at any time. 
The CM was present throughout the whole process.  
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A soon as she form had been signed the CM began to discuss GraFH¶V
concerns and I turned on the audio-tape with every ones agreement; it is 
placed on the coffee table in front of the settee. The CM moved over to the 
VHWWHHDQGEHJLQVWRWDONDERXWORRNLQJDW*UDFH¶VERWWRP 
CM: So do you want me to have a look at your bottom Grace? 
*<RXFDQGRORYH« 
CM: SHHLILW¶VJHWWLQJDQ\EHWWHU« 
*1RWDSOHDVDQWVLJKW,VKRXOGQ¶WWKLQNERWKODXJK 
At this point the CM changes the conversation to the meals that Grace is 
going to have delivered. Grace informs the CM that they have already started 
to be delivered and that she had one for tea last night. These meals were 
discussed last week at the previous visit, the CM had brought a brochure 
from a company that provides meals and Grace had agreed that she would 
order them, as they looked appetising. During this the CM turns to me and 
says: 
µ6KH¶GDFWXDOO\SXWDOLWWOHELWRIZHLJKWRQODVWWLPH,ZHLJKHGKHU«¶  
and then turns to Grace: 
GLGQ¶W\RX\RX¶GSXWRQDELWRIZHLJKW\RXUZHLJKWWKHRWKHUGD\ZKen I 
weighed you was a little bit more than before, when I weighed you a 
IHZZHHNVDJRZDVQ¶WLW*UDFH"¶ 
Grace points out that she knows that but that she had not had hot meals until 
yesterday. The CM replies that she knows that (sounds a little exasperated) 
and then Grace changes the subject to her medication: 
µ:HOODQ\ZD\,¶OOWHOO\RXZKDWWKDWZDWHUWDEOHWZLOOEHWKHGHDWKRIPH¶ 
She goes onto explain that every time she takes the tablets she gets violent 
stomach pains, which makes her think that she needs the toilet and then she 
GRHVQ¶W7KH&0KDVUHPDLQHGVLWWLQJRQWKHVHWWHHDQGORRNLQJDW*UDFH
throughout this conversation. She clarified where the stomach pain is and 
how many tablets she is taking a day, which is one; although Grace does not 
feel it is doing her any good, she tries to take it every day but her ankles are 
not improving. The response from the CM is that she will pass that 
information to the GP, with a reply from Grace that the Dr had said that he 
was coming but that he had not said which year - generating laughter from all 
of us.  
$WWKLVSRLQWWKH&0VXJJHVWVWKDWVKHKDVDORRNDW*UDFH¶VERWWRP
minutes after it was first mentioned. Grace shuffles to the edge of the settee 
and then stands up with difficulty; the CM assists her by allowing Grace to 
use her arm as a support; Grace mentions here that she always needs to 
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have a free arm, implying that she cannot put both her arms down on the 
settee to push herself up. In response to this the CM mentions that she has 
sent in the request for a physiotherapy referral and that the physiotherapist 
should be ringing her soon. Grace makes it clear that she is anxious about 
her mobility and any assistance that she might get, 
µ:KDW,¶PDQ[LRXVDERXWLVWKDWDLGWKDW,¶PKDYLQJWRKHOSPHGRa bit of 
ZDONLQJ« 
&0<HVWKDW¶VZKDW,¶PVD\LQJWKHSK\VLR«¶ 
At this point the CM does not seem to be responding to what Grace is 
concerned about, she appears to be focussed upon the fact that the 
physiotherapist referral will manage the mobility problems; Grace appears to 
be worried about the aid itself. The conversation does not expand as Grace 
calls out in some discomfort and communicates to the CM that she can 
manage, she demonstrates by holding on to the edge of the settee. Again 
whilst Grace is still trying to stand up the CM brings in a different topic of 
conversation by asking if her daughter-in-law is coming that day. Grace 
UHSOLHVWKDWVKH¶VVXSSRVHGWRDOWKRXJKWKH\KDYHKDGDEXV\ZHHNEXWVKH
is sure that they said they were coming today. At this point in the visit I start 
to get the impression that the CM has an agenda that she is using to guide 
the consultation; aspects that she has to cover within the visit ± this seemed 
to be happening whilst undertaking the physical examination of her bottom.  
7KHH[DPLQDWLRQRI*UDFH¶VERWWRPUHYHDOVWKDWVKHKDVDUHGDUHDRQKHU
sacrum but no broken areas. A conversation ensues regarding the cause of 
this; Grace thinks that it is the result of the pressure relieving cushion and 
mattress that she has been using. The CM mentions that they will see how 
they will get on with the others, which implies that alternative devices have 
been ordered. There is a lull in the conversation whilst the CM writes in the 
notes after the physical examination; she is sitting back in the chair next to 
the television to do this. Whilst the CM is writing in the notes Grace initiates a 
change in conversation, again reflecting a concern that she currently has. 
The following dialogue ensues: 
G:  $QG,¶YHEHHQIDOOLQJDVOHHS 
CM:  Have you? 
G:  &RXOGQ¶WNHHSDZDNH 
CM:  &RXOGQ¶W\RXKDYH\RXEHHQVOHHSLQJDWQLJKW" 
G:  Yes mostly but I have had some terrible days and nights this 
ZHHN,PHDQ,¶GRQO\MXVWKDGP\FHUHDO\HVWHUGD\PRrning, sat 
here and that was it, an hour and a half after I came too. 
CM:  7KDW¶VDOULJKW 
G:  $KEXWLW¶VQRWLW¶VQRWPH 
CM:  So what about this arm is it any better? 
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Here Grace is communicating about an issue that is troubling her; although 
the CM initially acknowledges this the conversation very quickly becomes 
focused on sleep patterns at night. When Grace reports that she has had 
some terrible days and nights this is not picked up, and when she 
communicates that it is out of character for her the CM moves onto another 
unrelated issue; at this point the CM is still writing in the notes and therefore 
SRVVLEO\QRWUHDOO\DEOHWROLVWHQWR*UDFH¶VFRQYHUVDWLRQ)ROORZLQJ
documentation in the notes I observe the CM as she undertook a physical 
assessment of Grace, which included: BP; Pulse; temperature. During this 
process Grace returns to the topic of the terrible night that she has had last 
QLJKWWKLVGHYHORSHGIURPDFRQYHUVDWLRQIRFXVLQJRQJHWWLQJ*UDFH¶VOHJV
elevated which prompted Grace to mention her displeasure again regarding 
the water tablets ± she is of the opinion that the water tablets are not doing 
her any good: 
CM: Yes you need to get those legs up missus.  
G: $QGWKHQ,VLWWKHUHZKHQ,¶PKDYLQJDPHDOPRUHWKDQOLNHO\
ZHOOZKHQ,¶PKDYLQJDVDQGZLFKODXJKVEXW\RXVHHZDWHU
tablets aUHQ¶WGRLQJDELWRIJRRGWKH\QHYHUGLG«RQO\WKLQJ
they are doing is making me feel bad round the bottom. 
CM:  Well we need to have a chat with the Dr about that Grace,  
  alright. 
G:  7KH\¶OOEHVLFNRIPHODXJKWHUPRUHRIWHQWDONLQJDERXW
somethinJWKDW¶VJRQHZURQJ«,NHHSSURPLVLQJP\VHOIWKDW,¶OO
VWLWFKWKDWKROHLQP\WDONLQJDERXWVOLSSHU«EXW,¶YHDMREWR
PDQDJHWKLQJVEXWRKGHDUFRPHRQ«OHW¶VVHH«,GRQ¶W
NQRZ«,KDGDWHUULEOHQLJKWODVWQLJKW 
CM:  What was that with? 
G:  I could nRWVHWWOHDWDOO«,ZDVLQEHGEHIRUHWR,XVXDOO\
DPWZHQW\WRRQH,JRWZRNHXSDJDLQLQGLJQDQWWKDW¶VHYHU\
QLJKWWZHQW\WRRQH« 
CM:  What with? 
G:  ,GRQ¶WNQRZDQ\ZD\,ZHUHDOOPXGGOHGXSDQGFRXOGQ¶WVHWWOH
and I thought shall I get up and go and sit in chair and then I 
WKRXJKWQR,VKDQ¶WLW¶OOEHWRRFROGODXJKWHU«VR«EXW
VRPHKRZWKLVZHHN,¶PIHGXSZLWKLW,UHDOO\DPEHFDXVH,
KDYHQ¶WEHHQRXWWKLVZHHNDWDOOPLQG\RX,FRXOG¶YHJRQHP\
carer would have taken me. 
CM:  ,W¶VQRWbeen very good weather though this week. 
G:  1REXWWKHUH¶VRQHWKLQJDERXWPHFDUHUKH¶OOJRDQGSD\PH
UHQWIRUPHDQGGRDQ\WKLQJ,ZDQWEXWKHFDQ¶WEHXSWKHUHDQG
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doing in here can he? I do what I can which lately has not been 
PXFKODXJKWHU««ORQJSause. 
A couple of issues are pertinent here. First the CM changes the subject to the 
weather rather than picking up the cue about Grace being really fed up. 
Second, the CM speaks on behalf of Grace suggesting the pain is the cause 
of her bad week; however Grace continues to talk about her concerns which 
are very different to the suggestion put forward by the CM. She tells us that 
everything that could have gone wrong that weekend did, starting with 
dropping everything. She went onto explain that she even dropped the 
clothes washing tablet, which crumbled all over the floor; she then decided to 
KRRYHULWXSVRWKDWLWGLGQ¶WWUDLODOORYHUWKHKRXVH,WEHFDPHDSSDUHQWWKDW
whilst Grace was hoovering she knocked her arm; she now starts to link this 
to other problems that she has experienced. She generally appears to be 
unhappy with the weekend; whilst in this mood everything that is not 
happening as she would wish is becoming an issue for her: 
µ,KXUWPHDUPDQGRIFRXUVH,¶YHJRWDEDGEDFNWKDW¶VXVXDOonly I 
remembered I fractured this shoulder a while back, a few years ago, 
DQGHYHU\WKLQJVHHPVWRIO\EDFNWKHUHLW¶VWKDWEOood that she took here 
and here, and what with blood tests and scans and x-UD\V«,GRQ¶W
NQRZ«$QG,ZDQWP\KDLUWULPPLQJDQG,GRQ¶WNQRZZKHQ,FDQILWKHU
LQWKH\FRPHWRWKHKRXVH\RXVHH«¶ 
Overall, Grace is starting to feel fed up because she is unable to get out, 
although this seems to be dependent on how she is feeling. As she talks 
about that she also starts to disclose another reason that may stop her from 
going out, that is waiting for people to come, whether it be the hairdresser, 
person dropping her medications off, her daughter-in-law; it seems to bother 
her that she does not know when they are coming. During this general 
conversation the CM asks her if she can carry the medicines in to the flat that 
have just recently been delivered and left at the bottom of the stairs. Grace is 
unable to therefore the CM gets them and puts them on the dressing table in 
*UDFH¶VEHGURRP2QFHDJDLQWKH&0GRHVQRWVHHPWREHµDFWLYHO\OLVWHQLQJ¶
to Grace and focusing on issues that are part of her agenda.  
The consultation is wrapped up with the CM arranging the next visit ± June 
1st 2009; I also arrange to visit her to undertake the first face to face interview 
on Thursday June 11th. Grace gives me permission to access her flat using 
the key safe facility. Following this visit the CM sends a fax to the GP practice 
informing them that she has prescribed Cavilon Barrier Cream for Grace¶V
sore sacral area. I note in field notes that µWKHUHLVQRPHQWLRQRIGrace¶V
ZLGHUFRQFHUQV¶ 
As planned I visit Grace a week later to undertake the first interview. When I 
arrive I was surprised that the key safe had already been opened; this made 
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me think that there was already someone there. I knocked on the door 5 
times but there was no answer; I looked up at the first floor window and it 
appeared dark. I concluded that Grace was not there, which was worrying. I 
contacted the CM to let her know; she was also confused as to what is 
happening. We arranged that she would contact me once she knew what had 
happened. Later on at the next observation Grace tells me about the key 
safe: 
µ,¶OOWHOO\RXZKDWKDSSHQHGWKHUH&KHU\O (granddaughter) had got the 
key safe, and when I went into hospital Pam says, I said to Pam rather I 
GLGQ¶WIDQF\OHDYLQJLWLQWKHUHEHFDXVHDQ\ERdy could walk in so she 
WRRNLW¶ 
Following the last visit the CM does not have contact with Grace for 6 weeks; 
this period involves detective work to piece together what has happened to 
Grace during this time frame. The CM was not involved in any of the care 
decisions that were made during this period, and was not aware when Grace 
was transferred to different care settings or when different care packages 
were introduced. The CM indicates that not knowing about changes to care 
undervalues her role with Grace, 
µWell you IHHODELWDVWKRXJK\RXNQRZ\RXWKLQNµhow important your 
involvement has been really¶ EHFDXVHWKHIDPLO\GLGQ¶WWKLQNWRlet you 
NQRZHYHQWKRXJKWKH\¶GJRWDFRQWDFWQXPEHUEXW,¶PQRWVXUSULVHd at 
WKH*3VUHDOO\DVWKH\GRQ¶WGRWKLQJVOLNHWKDWODXJKVEXWWKDWLVD
good practice where she is registered with and one doctor does let me 
know about any changes with patients, but WKLVSDUWLFXODUWLPHLWZDVQ¶W¶ 
In the following three weeks Grace has four falls; the first fall leads to a 
hospital admission via A&E but only for the day: 
G: µThe only time I went in hospital was when I bashed all my face and 
that and I went in on that Saturday morning. They patched me all up I 
was in a right mess, bleeding and anyway I managed to, I think I 
pressed me buzzer for some help and then I rang me son but you see 
the fault here is you see I was in the bedroom and it comes through the 
SKRQHVR,FRXOGQ¶WKHDU what they were saying but the paramedics 
came out and they were absolutely marvellous and there was a young 
lady with the driver and she never left me and er I think if I remember 
rightly (name of daughter-in-law) went with me¶.  
This prompts a referral to the Community Assessment and Rehabilitation 
Team (CART). The CART service is a rapid response service providing short 
WHUPFDUHLQDSHUVRQ¶VRZQKRPHLQ*UDFH¶VFDVHWKUHHYLVLWVZHUHPDGHDW
DPµEHGWLPH¶E\$VVLVWDQWPractitioners (AP). During the first visit 
Grace was already up, washed and dressed, and had already eaten her 
EUHDNIDVW$WWKHVHFRQGYLVLWVKHZDVQRWIHHOLQJµWRRJRRG¶DPHDOZDV
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prepared for her. She was advised to use the Zimmer frame in the kitchen 
(this is new she did not have this when we last visited her); it was then placed 
in the living room so that Grace could use it. There is also a note that Grace 
asked them to look at the back of her leg; information will be passed onto the 
DN team to look at this. The last visit that day is a joint visit to help Grace to 
bed; again she is already in her nightdress. She is made a hot drink but does 
not have any supper; the curtains are drawn and lights out. It is unclear what 
WLPHµEHGWLPH¶LVDVWKHUHLVno record of the actual time; this does become an 
issue for Grace over the next couple of months as she did not like to go to 
bed too early. 
The next day when the AP arrived, an Emergency Care Practitioner (ECP) 
was already present as Grace had fallen agaiQ7KH$3µSURPSWHGZLWKIRRG¶.  
The DN was called; once she arrived the ECP left. The DN wrote in the 
notes: 
µ0HFKDQLFDOIDOOWKLVDP,QMXU\WROHIWHOERZ)RXUIDOOVLQSDVWZHHN
Bandage applied by ECP.  UTI diagnosed. Discussed resource bed but 
refused. ? has cancelled their input. To discuss with son and care 
agency.  
Later that day at 14.15 the community physiotherapist visits and writes in 
notes: 
Mobilising with Zimmer frame, swapped to rotator frame. Still requires 
supervision. Required assistance to stand from toilet. High risk of falls. 
Grace agreed to resource bed to maintain safety. 
There are no detailed records of how the decision was made to admit Grace 
WRWKHUHVRXUFHEHG*UDFH¶VLQLWLDOUHFROOHFWLRQVZHUHµ,WKLQNLWZDVWKH
'U«RUSDUDPHGLFV«,GRQ¶WUHDOO\NQRZ¶, and later she would say: 
 µ,GLGQ¶WKDYHDFKRLFHORYHWKH\SXWXVLQWKHUHOLNHLWZDVWKURXJKWKH
'UWKDW,ZHQWLQWKHUH« they took me all that way out there, so no-one 
could come, it took us three hours to get there, there was a hold up on  
the motorway or something and I was beginning to feel right off before 
ZHJRWZKHUHZHZHUHJRLQJ««EXW«,QHYHUWKRXJKW,¶GFRPHWRWKLV
love. 
7KLVUDLVHVWKHLVVXHRIµYRLFH¶DQGµFKRLFH¶SDUWLFXODUO\LQDFULVLVVLWXDWLRQ
where health and social care professionals are using the Risk Assessment 
SURFHVVWRJXLGHGHFLVLRQV7KHLPSDFWRQ*UDFH¶VVHQVHRIVHOILV
enormous.  
Three further visits are made that day by members of the CART team, one at 
15.35 by a Registered Nurse (RN) where it is noted that Grace is to be 
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admitted to a resource centre when a bed is available; also an assessment is 
made of her left leg where there is leaking from blisters. At 18.00 an AP visits 
and changes are made to the living room furniture to accommodate a 
commode. The settee is moved along closer to the window so that the 
commode is against the wall next to the settee. A microwave meal is cooked. 
$IXUWKHUYLVLWLVPDGHDWZKHUH*UDFHLVµpersuaded to go to bed but 
she is more comfortable in chair, adDPDQWQRWWRPRYH¶. The next day Grace 
has two visits from the AP. The timing of the first is not clear but it is apparent 
WKDW*UDFHKDVKDGDQµXQFRPIRUWDEOHQLJKWILQGLQJLWGLIILFXOWWRPRELOLVH¶
She is given breakfast, and it is noted that she has a place at (a nursing 
home) and that the ambulance is booked and her son and daughter-in-law 
informed. The final visit at 9.45 by an AP is to help Grace with washing and 
GUHVVLQJDQGWRµSDFNPHGLFDWLRQDQGFORWKLQJIRU*UDFHWRWDNHZLWKKHU¶
When I asked how she had felt about going into the home, Grace just said, 
µRRK¶ZLWKDZU\ODXJKDQGDVKDNHRIKHUKHDGDOWKRXJKVKHZHQWRQWRVD\
that, µWKH\ZHUHPDUYHOORXVKRQHVWO\¶. 
Grace returned home a month later. In the notes a CART team member (AP) 
has made an assessment and fitted a bed lever and a raised toilet seat. It is 
unclear whether Grace was present or not. 
 
